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The treatment of bronchiectasis is an ex- 
tremely wide subject, the full measure of 
which cannot be comprehended within the 
limits of a single short article. It is the 
object of this paper briefly to review the 
various recognized modes of treatment, 
with special reference to the newer mechan- 
ical methods, and to endeavor to visualize 
clearly the fundamental principles on which 
the procedure in individual cases should 
rest. 

In our modern conceptions of medicine 
as a science based upon the study of 
anatomy and physiology, it is recognized 
that a clear understanding of the etiology 
of disease necessarily precedes any rational 
view of treatment. The treatment of 
bronchiectasis must therefore be based 
upon a consideration of the factors respon- 
sible for its production, and it must be 
emphasized that bronchiectasis is not so 
much a disease sui generis as a condition 
of the lung and bronchial tubes in which 
certain structural changes are present which 
are consequent upon antecedent disease. It 
will be remembered that the two main fac- 
tors in the production of a permanent dila- 
tation of the bronchial tubes are first weak- 
ening of the bronchial walls by disease with 
consequent loss of elasticity, and secondly 
increase in the intrabronchial air-pressure. 

How far the contraction of fibrous tissue 
subsequently formed in the lung is responsi- 
ble for increasing the dilatation of the tubes 
which occurs in the earliest stages in con- 





sequence of the operation of these two fac- 
tors, and whether fibrous adhesions are a 
cause or an effect of the widening of the 
tubes, is a matter of some dispute, but it 
is at any rate clear that a considerable part 
of the disability present in the more ad- 
vanced stages of the disease is due to these 
mechanical factors. From this it will be 
apparent in the first place that treatment 
should be primarily a question of preven- 
tion, so far as possible, it being in the very 
earliest stages that permanent good is most 
likely to follow, and in the second place 
that in the more advanced stages treatment, 
in order to be effective, must be specially 
directed toward dealing or attempting to 
deal with the mechanical factors present. 
No form of treatment which has not this 
end in view is likely to be more than pallia- 
tive, at any rate in those advanced cases 
which present the well-known text-book 
phenomena of the disease. 

In discussing the various methods in use, 
whether medical or surgical, and their ap- 
plication in individual cases, one has to con- 
sider the mode of onset and the causation 
in each patient, the stage to which the 
disease has progressed, and also the future 
outlook as judged not only from the pres- 
ent state of the patient and his previous 
record, but also from our general knowl- 
edge of the natural history of the disease 
and of the statistics available as to its aver- 
age progress and possible complications. 

In those instances in which the question 
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of treatment by surgical or quasi-surgical 
methods is under consideration we have to 
take into account various aspects of. the 
case other than the purely clinical, for ex- 
ample the age, the occupation, the social 
and home conditions of the patient, his fi- 
nancial limitations, domestic expenses, etc., 
and, where major operative interference is 
contemplated, the balancing of the prospect 
of cure or improvement, so far as our 
present knowledge enables us to judge, 
against the operative risks and the mortality 
curves of the different surgical procedures. 
It will be quite obvious that our judgment 
must be affected in. various directions by 
the sociological factor, and that for this 
reason different lines of treatment may be 
considered advisable in different individuals 
whose condition is, medically speaking, 
similar. 

Bronchiectasis in Children —A study of 
hospital records over a number of years in 
connection with bronchiectasis in children 
has convinced the writer that this condi- 
tion occurs at an early age more commonly 
than is generally supposed, and moreover 
that in a certain proportion of cases spon- 
taneous natural cure occurs, provided the 
process has not advanced beyond a certain 
stage with the consequent formation of 
large septic cavities in the lung. The two 
following points appear to him? to be of a 
special importance: (1) The liability in 
children to the development of bronchial 
dilatation and bronchiolectasis with com- 
parative suddenness in cases where bron- 
chitis or bronchopneumonia has succeeded 
an attack of one of the acute specific fevers, 
especially whooping-cough, where in addi- 
tion to the presence of inflammatory 
changes affecting the walls of the tubes 
one has an enormous increase of intra- 
bronchial pressure due to the paroxyms of 
convulsive coughing. (2) The frequent 
persistence of slight catarrhal processes at 
the base of the lungs, often more marked 
on one side, in children in whom, in addi- 
tion to chronic bronchitis, there exists an 
untreated septic focus in any portion of 
the upper respiratory tract, whether tonsils, 
postnasal space, or accessory nasal sinuses. 
It is often forgotten that no examination 
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of the chest is really complete without a 
careful examination of the nose and throat, 
and this is of especial significance, not only 
as an item in preventive treatment in the 
care of children with general bronchitic af- 
fections, with their liability to bronchial 
dilatation, but also as an integral part of 
the treatment of those in whom a bron- 
chiectasis has actually developed. 

That a certain proportion of children - 
with early dilatation of the smaller tubes 
following an acute inflammation do recover 
by the occurrence of a natural process of 
repair, with a greater or less degree of 
resulting pulmonary fibrosis, there can be 
no doubt, the rapidity and permanence of 
the cure depending upon three main prin- 
ciples: first, an early recognition of the 
type of case and the condition present in 
the lung; secondly, the adoption of thor- 
ough measures for the removal of any sep- . 
tic focus in the upper respiratory tract 
which may be keeping up the chronic infec- 
tion lower down; and thirdly, prolonged 
open-air treatment and attention to general 
health on the lines ordinarily adopted in the 
case of tuberculous patients whether chil- 
dren or adults. 

From a general study of the etiology 
of the condition and from the number 
of cases of bronchiectasis in compara- 
tively young patients m whom it would 
appear that the onset of the morbid pro- 
cess can be traced back definitely to one of 
the commoner pulmonary diseases of child- 
hood, one cannot help feeling that a certain 
proportion at any rate of this disease might 
well be prevented if the importance of deal- 
ing radically with the chronic catarrhal re- 
spiratory affections of children at a suffi- 
ciently early stage was more fully recog- 
nized. 

The adoption of artificial pneumothorax 
therapy, to which reference will again be 
made later, may well be considered at this 
point in connection with the bronchiectasis 
of children. The actual operation is fre- 
quently attended with less difficulty in chil- 
dren than in adults, and has been carried 
out with the most ‘Satisfactory results even 
in the very young, the earliest age in the 
writer’s experience being five years. The 
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qiiestion’” of the ‘social’ sutrouridings anid 
fiomme conditions “is ‘here of primary im- 
portance, as is also the length of time for 
which sanatorium or cOnvalescent treat- 
ment is likely to be available. In such 
cases’ as have progressed'‘to natural cure 
without the aid of pneumothorax treatment 
it will generally be found that open-air 
conditions of life have been ‘continued for 
a good many years, since these children do 
not stand much chance in the crowded life 
of large industrial towns. In cases in which 
prolonged sanatorium life or its equivalent 
is not available, the arrest of the spread of 
disease made possible by early collapse of 
the affected lung may suffice to turn the 
scale at an age where the rate of growth 
and the tissue-forming capacity of the in- 
dividual are at a maximum. 

Bronchiectasis in Adults: Surgical and 
Quasi-surgical Treatment.—It is chiefly 
among older persons that one sees the clin- 
ical picture of typical bronchiectasis as de- 
scribed in the text-books, and it needs no 
prolonged observation of such patients to 
enable one to realize the misery of their 
condition and the’ importance of the ques- 
tion of treatment. The main ‘object of this 
paper is a consideration of the present posi- 
tion in regard to the more recent mechan- 
ical methods employed in connection with 
this disease—that is to say, not only artifi- 
cial pneumothorax therapy but also the 
various surgical procedures complemen- 
tary to it and involving operative in- 
terference of greater or less severity. 
Medical treatment embraces a considerable 
number of different methods, all of which 
have been tried, not without success, for a 
number of years; most of these, however, 
owing to the fact that they are directed to- 
ward the control of symptoms and make 
no attempt to deal with those mechanical 
factors on which the persistence of the 
disease depends, can hardly be regarded, 
except perhaps in some of the very earliest 
cases, as more than palliative in their ef- 
fects, 

Of ‘modern mechanical methods we have 
to consider artificial pneumothorax (with 
or without unilateral paralysis of the dia- 
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phragm by section‘'6f the ‘phrenic nerve), 
thoracoplasty, ligaturé' of ‘a branch of ‘the 
pulmonary artery either as'a measure ‘in it- 
self or as a preliminary to removal of a lobe 
of 'the lung. 

It is not within the scope of this article 
to enter into the’ technical details of’ the 
various major stirgical operations, but there 
are certain general considerations in regard 
to the results which merit attention. The 
operation vf resection of the lung, under- 
taken in the last decade by various observ- 
ers, and advocated especially by Lilienthal 
of New York,® is obviously the most ra- 
tional mode of treatment in that it aims at 
the complete extirpation of the focus of 
disease, the ‘great objection at the present 
time being the extremely high operative 
mortality, even under the most favorable 
conditions. Lilienthal quotes (loc. cit.) 31 
cases of suppurative conditions in the lung 
in the course of six years, including all on 
whom the operation of lobectomy was either 
done or intended. In 14 of these, in which 
a single lobe was removed for disease lim- 
ited to that lobe, 6 died, giving a mortality 
of 42.8 per cent. In 10 of his cases in 
which disease was not limited to a single 
lobe, and in which the operation | included 
the removal of more than one lobe, 7 died, 
the mortality being thus 70 per cent. 

The above figures are quoted here as be- 
ing of special importance, coming as they 
do from an observer ‘whose experience of 
this particular operation is outstanding, and 
who, despite a mortality necessarily high, 
has the avhtiog" to insist, as he does in an- 
other passage,° that extirpation of the 
diseased lobe, “while surely a capital and 
dangerous procedure, doés hold out the 
hope of actual cure.’ He considers that 
palliative operations are almost or quite as 
dangerous as extirpation, and that the im- 
provement is not often such as to enable the 
patient to go about his work as he did be- 
fore his illness. 

Of the operations described as palliative 
that most frequently undertaken is thoraco- 
plasty, the severity of which as compared 
with that of lobectomy is very much less, 
the mortality being considerably smaller. 














Sauerbruch,® whose experience is the most 
extensive amongst the European Continen- 
tal surgeons, has an immediate operative 
mortality of 2 per cent, and a 12-per-cent 
mortality within the month from various 
complications. The figures of other ob- 
servers are similar: Gravesen,* working in 
the late Professor Saugman’s clinic, quotes 
9 deaths from operation in 110 cases, and 
P. Bull’ has 8 deaths from operation in a 
series of 75 cases of extrapleural thoraco- 
plasty. 

Of the patients referred to in the above 
the majority were cases of tuberculosis, but 
a few were instances of bronchiectasis, and 
the operative technique is of course the 
same for both. The results of thoracoplasty 
in bronchiectasis are still a matter of ques- 
tion and have not so far shown the same 
justification for the operation as has ap- 
peared in the case of tuberculosis. One 
of the main principles to which the writer 
desires to call attention is that a definite 
relation exists or should exist between the 
operation of thoracoplasty and the induc- 
tion of artificial pneumothorax, and that 
only in cases in which the latter has been 
performed or attempted should thoraco- 
plasty be done. The results of artificial 
pneurhothorax treatment in adult bronchiec- 
tasis are, as compared with those obtained 
in cases of pulmonary tuberculosis, rela- 
tively disappointing, nevertheless consider- 
able benefit has been obtained in some in- 
stances, and an attempt to collapse the lung 
by this method should therefore always be 
regarded as an essential preliminary to the 
adoption of more extensive and dangerous 
surgical procedures. 

The limitations of pneumothorax treat- 
ment are seen mainly in two directions. 
In the first place, if the disease has ad- 
vanced beyond the very earliest stages, it 
is unlikely that one will achieve more than 
the relief, to some extent, of the more 
distressing symptoms; even if the condi- 
tion is not aggravated by the presence of 
numerous adhesions between the pleural 
surfaces (and this is usually if not al- 
ways the case in long-standing bronchiec- 
tasis), the induction of a pneumothorax 
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sufficient to cause considerable or even com- 
plete collapse of the parenchymatous tissue 
of the lung will fail to obliterate an old 
bronchiectatic cavity with thick fibrous 
walls. 

It may further be remarked that in 
such instances it is questionable whether 
the subsequent performance of a thoraco- 
plasty is likely to achieve what the pneu- 
mothorax has failed to effect. In the sec- 
ond place, in cases in which pneumothorax 
treatment does succeed in curing the symp- 
toms entirely for the time being, it is usu- 
ally necessary to keep up the treatment 
for an indefinite length of time, the -adult 
not having the capacity of the child for 
new tissue formation. It is this considera- 
tion which constitutes one of the main 
indications for thoracoplasty in bronchiec- 
tasis, the object of the operation being to 
make permanent the improvement already 
brought about by the pneumothorax. Out 
of six cases recently published by Perkins 
and Burrell,? in which pneumothroax was 
induced for the treatment of bronchiectasis, 
one appeared to be permanently cured after 
two and one-quarter years’ treatment, three 
underwent considerable improvement, one 
of these being a case of bilateral disease; 
in the last two a temporary improvement 
resulted, but symptoms returned and resort 
was had to thoracoplasty. Both of these 
last died, the one from pneumonia, the 
other from sepsis. 

The improvement in the symptoms fol- 
lowing the induction of a pneumothorax in 
unilateral bronchiectasis is regarded by the 
writer as sufficient justification for the 
adoption of this treatment in all unilateral 
cases in which no obvious contraindication 
exists, and in a certain number of early in- 
stances it is felt that there is some reason- 
able prospect of a cure if the refills are con- 
tinued for a sufficient length of time. The 
operation of phrenicotomy in conjunction 
with this has been strongly advocated by 
some observers. From the s-ray appear- 
ances it seems that one of the earliest phe- 
nomena in bronchiectasis noted by the 
radiologist is fixation of the diaphragm. 
After section of the phrenic nerve, how- 














ever, fluoroscopic examination shows pas- 
sive movements of the diaphragm on the 
affected side in the opposite direction to 
those of the actively moving half on the 
sound side. It would appear from this that 
the effect of paralyzing the diaphragm on 
the affected side is to increase the move- 
ments of the base of the affected lung owing 
to the movement of the abdominal contents, 
and thus to contradict the very principle 
which it is one’s object to maintain. The 
final decision in regard to this question 
must of course depend upon the clinical 
results, and on this point there is much di- 
versity of opinion among different observ- 
ers. In those cases of which the writer has 
had experience it cannot be said that the 
operation of phrenicotomy has been at- 
tended by any remarkable improvement. 

Bronchoscopy.—Attempts have been made 
to treat the diseased areas of lung by direct 
application of various drugs through the 
bronchoscope. An excellent account of the 
mapping out of portions of the bronchial 
tree by injection of bismuth is given by 
Lynah and Stewart.’ While the employ- 
ment of such methods has been found to 
be beneficial in a certain number of cases, 
its principal value has been as an aid to 
diagnosis rather than as a_ therapeutic 
agent. Chevalier Jackson* quotes a method 
of Dr. Musson by which medicated solu- 
tions have been introduced through a silk- 
woven tube into the bronchi with success- 
ful results, but on the whole he says little 
about the development of endobronchial 
treatment, which is evidently regarded as 
being not entirely free from risks. 

Medical Treatment.—It remains to con- 
sider the various methods of treatment 
other than surgical, and although stress has 
been laid upon the importance of the me- 
chanical factor and the increasing possi- 
bilities of dealing with this by mechanical 
interference, there is no intention to mini- 
mize the value of purely medical remedies, 
whether these be used as an end in 
themselves or as preliminaries to surgery. 

Allusion has already been made to the 
presence of factors other than the purely 
clinical which have to be taken into account 
in determining the course to be adopted. 
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In advising a patient to undergo a severe 
major operation, especially one with an 
extremely high mortality (e.g., lobectomy), 
one must necessarily be greatly influenced 
by questions relating to the social life of 
the individual, and especially by the con- 
sideration of various personal aspects of 
the case from the point of view of the 
patient and his relations, details which, 
though lying entirely outside the domain of 
pure clinical surgery, have yet a consider- 
able bearing on the final issue. 

It has been thought worth while to dwell 
on this point, not only in order to present 
a more dispassionate view, but also from 
the desire to lay stress on the possible dis- 
credit that may be reflected upon really good 
and justifiable methods of treatment by the 
occurrence of an unduly large percentage of 
failures. That such discredit is an inevitable 
incident in the earlier stages of the progress 
of any new treatment is obvious from a 
study, for example, of the history of the 
development of abdominal surgery in the 
last thirty years. 

While a reasonable amount of. risk 
is justifiable in these matters, it must 
be remembered in the interests of the 
profession that scientific zeal must be 
temperéd with a certain discretion. Fore- 
most in the mind of the physician must 
be a consideration of the primary cause of 
the condition and of the chances and out- 
look of the patient under purely medical 
treatment, having regard to personal cir- 
cumstances, age, occupation, relations to 
others, and above all the possibility from 
the financial standpoint of undergoing a 
long and perhaps expensive course of treat- 
ment. Some interesting figures in respect 
of the course and duration of the symptoms 
as well as the ultimate outlook of the dis- 
ease are given by Jex-Blake,® who in a 
clinical and post-mortem study of over 100 
cases of bronchiectasis gives the following 
tables : 


Table I—Duration of Cough in Bronchiectasis. 


No. of Duration in Months. 

Primary Cause. Cases, Avg. Max. Min. 
DE so cceuvecedgs< 40 110 600 a 
Pleurisy and pneumonia. 30 39 144 2 
New. GOCE. « .0.0 050000 24 9 24 2 
Foreign body........... 8 23 60 4 
Aortic aneurism......... 3 15 24 F 


“934 


The author points out that the aboye fig- 
ures are only approximately correct, there 
being no clinical criterion to mark the onset 
of bronchial dilatation. The figures show- 
ing the average duration of cough, however, 
suggest that bronchiectasis secondary to 
pleurisy, pneumonia or bronchitis is likely 
to last for several years, whereas the. dura- 
tion of that. due to bronchial obstruction is 
more likely to be a matter of months. 


Table II.—Causes of Death in Bronchiectasis. 
(110 cases,: approximately correct.) 

Bronchopneumonia..... 34 
Exhaustion 
‘Exhaustion and asphyxia 8 
Intracranial abscess.... 15 
Intracranial new growth 2 
Hemoptysis 


Heart failure 
Intercurrent disease... 3 
Postoperative collapse... 3 
Septic diarrhea 1 
Lobar pneumonia 
Infiuenzal broncho- 
pneumonia 

The recognition of the primary cause ‘is 
of first importance, and it must not be for- 
gotten that the presence of a foreign body 
may not infrequently be overlooked. Cheva- 
lier Jackson* quotes some extremely in- 
structive and important cases of bronchiec- 
tasis in which treatment had failed by rea- 
‘son of a ‘mistake in diagnosis, an unsus- 
pected foreign body being subsequently re- 
moved by direct bronchoscopy. As regards 
the medical treatment of adult patients in 
whom there is a considerable increase of 
fibrous tissue, and especially where there is 
cavity formation, little can be done beyond 
the improvement of individual symptoms 
and the maintenance of the respiratory 
tract in as aseptic a condition as’ possible. 
Attention to the: general health and nutri- 
‘tion is of the utmost importance, a liberal 
diet, administration “of tonics, and the 
adoption of a general régime similar to that 
of phthisical patients being indicated. The 
emptying of cavities by postural treatment 
and the administration of drugs such as 
creosote, terebinth, guaiacol, garlic, etc., as 
‘well as the inhalation of antiseptics, will do 
much -to diminish fetor.of the breath and 
even to reduce the amount of sputum for 
the time being. The use of the creosote 
chamber is of all the methods of antisepsis 
probably the most effective. 

Vaccine treatment is a valuable help. The 
results have varied considerably in the 
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hands of different observers ; in the opinion 
of the writer the most usual cause of failure 
is an insufficient corelation of the clinical 
and bacteriological sides of the case, atten- 
tion to which is essential for success in vac- 
cine work. It is not enough to rely on the 
apparent predominance of one particular 
organism obtained from a single culture of 
the sputum. Not infrequently the repeated 
bacteriological examination of successive 
specimens taken at critical periods, after a 
provocative dose of mixed autogenous vac- 
cine obtained from the first culture, will 
enable one to isolate with much greater 
certainty the organism which is chiefly re- 
sponsible at the time; both patient and doc- 
tor must be prepared for a long and pains- 
taking investigation involving the taking of 
many specimens and the careful observa- 
tion of clinical details, often apparently 
trivial, in order to recognize the occurrence 
of specific reactions, and by evaluating 
their importance to estimate dosage cor- 
rectly and arrive at the most satisfactory 
results. 

Climate is a matter for consideration, and 
for patients in whom improvement has been 
effected by the various means just referred 
to the choice of suitable climatic condi- 
tions has an important bearing on the pre- 
vention of future attacks of bronchitis 
which tend to aggravate the already exist- 
ing condition. 
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The Transfusion of Blood’ 


BY I. S. RAVDIN, B.S., M.D. 
Philadelphia 


The history of the transfusion of blood 
is a repetition of the history of medicine 
and surgery before the days of modern 
precision. It was not until Landois in 1875 
demonstrated that the red cells of one spe- 
cies when injected into a different species 
of animal are destroyed that human blood 
was universally used. Until this time 
lamb’s blood was generally utilized. A\l- 
though Magendie, in 1838, noted the unto- 
ward effects obtained from the use of defi- 
brinated blood, it was not until Kohler, in 
1877, expressed the opinion that defibrin- 
ated blood, even from the same species, 
definitely increased the dangers, because of 
the excess of fibrin ferment injected, that 
this method was largely discarded. 

In the last quarter of the nineteenth cen- 
tury transfusion was rarely resorted to. 
This was due to the difficulty of the tech- 
nique and to the introduction of sodium 
chloride solutions for intravenous injection. 

Although Crile in 1898 first used arterio- 
venous suture in this country, it remained 
for Carrel, several years later, to so perfect 
the procedure as to make its use‘by men 
experienced in blood-vessel surgery practi- 
,cal. The method, however, presented so 
many technical difficulties as to make it use- 
less to the average surgeon. The Crile can- 
nula suffered numerous modifications, and 
only recently Horsley has again advocated 
a similar method. 

Kimpton and Brown, Percy and Vincent 
successfully transfused blood with the aid 
of paraffined cylinders, and in 1913 Linde- 
man began anew the use of the syringe- 
cannula method of Ziemssen. 

Nearly nine years ago Lewisohn and Weil 
in this country, D’Agote in Buenos Ayres, 
and Jeanbrau in Montpellier simultaneously 
published their researches on the use of 
sodium citrate as an anticoagulant in blood 
transfusion. Its simplicity, its freedom 
from the usual attendant risk, and its reli- 
ability immediately appealed to many sur- 
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geons, and in a short time it became the 
most popular method both in this country 
and abroad. There remained and still re- 
mains a smaller group both here and abroad 
which believe that sodium citrate has a 
deleterious effect in that it, in itself, is toxic, 
and that it causes a devitalization of the red 
blood cells, thus diminishing the therapeutic 
value of the transfusion. 

Supposed alteration of the complement 
fixation properties of the blood and of the 
opsonic index by the citrate solution has led 
to the adoption of various methods for 
blood transference, the apparatus most fre- 
quently used being that devised by Unger. 
Curiously, both Lewisohn and Unger are 
staff members of the Mt. Sinai Hospital in 
New York. 

The literature is full of the writings of 
the advocates of one method or another. 
This is due to the whims of individual sur- 
geons or to the introduction by a writer of 
a new apparatus. At the University and 
Graduate School Hospitals, in the past 
seven years, I have performed nearly eleven 
hundred transfusions. I have used the 
paraffin cylinders, the syringe-cannula and 
the citrate method, the Unger apparatus, 
and a method variously named which con- 
sists in the transference of whole blood by 
use of 100-cc Luer syringes. The first two 
methods I have not used for several years, 
while the last three I use as the indication 
presents itself. 

All methods of blood transfusion fall into 
two groups: (1) the direct and (2) the 
indirect procedures. There is only one real 
form of direct blood transfusion, and that 
is some procedure which brings vessel in- 
tima to vessel intima, whether it be artery 
to vein, artery to artery, or vein to vein. 
Theoretically blood transfusion by vessel 
suture is the ideal procedure. The transfer- 
ence is rapid, there is a minimum of trauma 
to the transfused corpuscles, and the trans- 
fusion is carried out without the interposi- 
tion of any foreign material. Practically, 
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however, the difficult technique, the wanton 
destruction of vessels, and the inability to 
determine the amount of transfused blood 
are serious handicaps. Clinically the results 
have shown that blood properly transferred 
by the indirect methods has the same thera- 
peutic value as that transferred by the 
direct method. 

It is a mistake to classify the cannula, 
syringe-cannula, paraffined cylinder and 
stop-cock procedures as direct methods. It 
would be more nearly correct to classify 
them as “unmodified blood” methods. The 
term “whole blood” is misleading and is 
really a hang-over from the days of defibri- 
nation. In all modern methods “whole 
blood,” modified: or unmodified, is trans- 
ferred. 

The chief objection to the use of the un- 
modified methods is that they require the 
donor and recipient to be in close prox- 
imity, the stop-cock methods requiring them 
to be actually adjacent to each other. In 
other words, it is often more difficult to 
make them useful at the bedside. 

I believe that in the grave anemias it is 
better to use the method which most closely 
simulates the direct type. For this reason, 
in these cases, I resort to the use of the 
Unger apparatus or 100-cc Luer syringes. 
In nearly all other cases I still prefer the 
citrate method. 

Unger’s article, published two years ago 
in the Journal of the American Medical 


Association, attracted so much attention ~ 


that I feel, in justice to Lewisohn and Weil, 
that those of us who have used the citrate 
method successfully should come to its 
defense. 

It was Weil who first observed that the 
coagulation time of the recipient’s blood 
was shortened, following the injection of 
sodium citrate. Neuhof’s more recent re- 
searches confirm this. Theoretically, one 
would expect that following the injection 
of an anticoagulant into the blood stream 
the coagulation time would increase. Ro- 
senthal and Baehr have explained this para- 
doxical shortening of the coagulation time 
on the ground of the action of sodium 
citrate on the blood platelets. These show 
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an immediate diminution, but their number 
returns to normal in a few hours. After 
being in contact with the sodium citrate the 
platelets are suddenly and rapidly removed 
from the circulation, probably by the spleen, 
and then destroyed. The destruction of 
the blood platelets is followed by a libera- 
tion of the thromboplastic substance, cyto- 
zyme, which, with the serozyme and calcium 
of the blood, results in shortening of the 
coagulation time. Simultaneously fresh 
platelets are mobilized. Since in hemo- 
philia and purpura faulty coagulation is 
due to a lack of cytozyme, there appears to 
be no conclusive evidence that citrated 
blood can be other than useful in these 
cases. Cytozyme is also found in the white 
blood corpuscles, muscle tissue, the liver, 
and the spleen. There has never been any 
evidence advanced to show the superior ac- 
tion of unmodified blood in mobilizing this 
substance from these structures. 

Unger has claimed that sodium citrate 
has a deleterious effect upon the blood. He 
states that citrated plasma has an anticom- 
plementary action, that sodium citrate in- 
creases the fragility of the red blood cells 
and decreases the phagocytic power of the 
leucocytes. If these assertions were cor- 
rect the use of the citrate transfusion would 
be limited to cases of hemorrhage, since it 
would be contraindicated in any of the dis- ' 
eases of the blood and in sepsis. However, 
clinical results have led me to believe other- 
wise. Furthermore, Unger’s conclusions 
on the inhibitory action of sodium citrate 
on the leucocytes were not based upon 
sound scientific data, for in the Wright 
opsonic index determination, in which the 
phagocytic activity of the leucocytes is to 
be measured, leucocytes are collected in 


_ from 1.5 to 2 per cent sodium citrate solu- 


tion. This is approximately ten times as 
strong as the solution which acts as an 
anticoagulant in transfusions. 

Shortly after the publication of Unger's 
article we were unable to confirm the accu- 
racy of his work in that we were unable to 
demonstrate any increase in the fragility of 
the red cells in a 0.2 to 0.3 solution of 
sodium citrate. 
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Mellon, Hastings and Casey were unable 
to demonstrate any anticomplementary 
power in citrated plasma or a deleterious 
effect either on the red or the white blood 
cells. Ashby of the Mayo clinic found that 
the red cells transferred during citrate 
transfusions lived from thirty to one hun- 
dred and twenty days. This corresponds 
quite closely to the length of life of the red 
cells transfused by other methods. 

However, the extreme simplicity of the 
citrate method of transfusion has led some 
surgeons to become so short-sighted that 
they fail to recognize the occasional advan- 
tages of the use of unmodified blood. As 
will be seen when we discuss the causes of 
reactions in transfusions, a method such as 
that advocated by Unger, in capable hands, 
will probably result in fewer post-transfu- 
sion reactions. Therefore, in the primary 


anemias, such as primary pernicious ane- 
mia, the splenic anemias, and hemolytic 
ictero anemia, I believe it advisable to use 
an unmodified method if this can be used 
successfully. 


In aplastic anemia the leuco- 
blastic and erythroblastic activities are both 
in abeyance and I cannot see the value of 
transfusion in these cases except to prolong 
life for a short time. This is also true in 
acute leukemia. In melena neonatorum, 
jaundice, and the secondary hemorrhagic 
diseases complicating such conditions as the 
severe infections, we find the results of 
citrate transfusion uniformly good. In 
hemophilia and purpura either method is 
apt to bring about the desired results, but 
in the latter disease the results have fre- 
quently been disappointing. In carbon 
monoxide poisoning, I think the citrate 
method is preferable since it allows for 
large saline infusions simultaneously. In 
shock and hemorrhage the rapidity of the 
citrate method should give it precedence 
over any other method. 

Most of you are no doubt as familiar as 
I am with the use of transfusion for many 
of the before mentioned conditions. I wish 
in particular to speak of several less well- 
known conditions for which I have used 
transfusion in the last year, with results 
which would warrant further trial. 
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In 1921, in a paper published with Dr. 
Glenn, I said that “transfusion has no place 
in the acute infections unless the so-called 
‘vaccination transfusions,’ suggested by 
Heyd and Hooker, open new possibilities.” 
At that time we advised transfusion in the 
subacute and chronic infections. Since 
then the work of Robertson and his asso- 
ciates on the staff of the Hospital for Sick 
Children in Toronto has revised my pre- 
vious opinions. 

Robertson has used the method, which 
he has called exsanguination-transfusion, in 
severe toxemias especially in children with 
surprisingly good results. It consists in 
simultaneously removing and giving blood 
to the patient. The blood is removed from 
the donor and citrated. It is then kept at 
100° F. The recipient is prepared. The 
transfusion cannula is inserted in a suitable 
vein and saline solution is slowly introduced 
to prevent clotting. The exsanguination 
cannula is then inserted and blood is with- 
drawn until signs of exsanguination appear. 
The amount of blood which can be with- 
drawn varies greatly. It depends upon the 
age, size and condition of the patient. As 
soon as the pulse shows signs of weakening 
the donor’s blood is introduced into the 
transfusion cannula and blood is given and 
withdrawn simultaneously. 

Robertson and Boyd advised this pro- 
cedure in superficial burns, and later added 
the toxemias of erysipelas, acute intestinal 
intoxication, and septicemia. It has been 
our experience after trying the method in 
the severe superficial burns in children, that 
better results are obtained by very early 
excision of the burned area and later trans- 
fusion if the toxemia is not controlled, than 
to depend on the exsanguination transfu- 
sion alone. 

In septicemia the results have been be- 
yond our expectations. We have used the 
method in several cases, and in those cases 
in which visceral invasion and degeneration 
have not progressed extensively we have 
been more than gratified with the procedure. 

Similar results will be obtained in other 
toxemias. The best results will be obtained 
in those cases in which the replacement 
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of the patients’ blood is most complete. For 
this reason the method has its chief applica- 
tion in children under three or four years 
of age, since here it is not a difficult matter 
to obtain sufficient blood. The computation 
is simple if one estimates the amount of 
blood in the circulation as 35 cc per pound 
of body weight. In the adult it may be 
necessary to use several donors, and even 
then the replacement may not be complete. 
The beneficial effects of this procedure in 
most instances are probably due to the sim- 
ple mechanical removal of a large amount 
of circulating toxins or bacteria. In the 
septicemias, however, the results have led 
me to believe that the beneficial results may 
also be due to a fresh supply of complement 
and of immune bodies present in normal 
adultblood. Our opinion has been further 
strengthened by the favorable results we 
have obtained after transfusion of patients 
suffering from extensive peritonitis. 

The wide use intravenously of one or 
another of the dyes or substances such 
as mercurochrome in the septicemias has 


caused an indifferent reception to exsan- 


guination transfusion. There can be no 
doubt that all of these substances have a 
deleterious effect upon the red and white 
blood cells. It is likely, therefore, that 
combined methods which we are now in- 
vestigating will give the best results. 

The amount of blood to be transfused 
depends upon two factors: first, the indica- 
tion, and second, the receiving capacity of 
the recipient. The latter depends upon the 
condition and size of the patient. In cases of 
severe acute hemorrhage transfusions of 
large amounts of blood are indicated. We 
have given as much as 2100 cc in a period of 
twelve hours. This amount is often difficult 
to obtain, but 1000 cc can be taken from a 
donor in good physical condition without 
any risk. In cases of secondary, primary 
pernicious or aplastic anemia we usually 
use 500 cc, although if the transfusions are 
not at very frequent intervals we use 750 
cc. In primary pernicious anemia if the 
blood count is fairly high and the trans- 
fusion is given to stimulate blood formation, 
small transfusions, as 250 cc, are as effica- 
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cious as larger ones. In hemophilia 250 cc 
are usually sufficient. In melena the size of 
the transfusion varies from 10 to 100 ce. 
Unmodified blood is most frequently given 
intramuscularly in this condition. 

In choosing donors for the transfusion 
three laboratory tests are necessary: the 
Wassermann reaction, a blood count, and 
typing. Because of this it is preferable to 
have a list of known donors available. In 
an emergency the first two may be omitted, 
but under no circumstances the last. Even 
in children, when a parent is the donor, it 
is a wise precaution to take, although Kimp- 
ton states that children under two probably 
belong to no group. The exception is the 
use of mothers as donors in the transfusion 
of their new-born infants. The donor 
should be a robust young adult, with a 
negative Wassermann reaction, negative 
venereal history, and a blood count that is 
high normal. He must be either in the 
same type group as the recipient or in 
Group IV. It is important to know whether 
the donor who is being used has been classi- 
fied by the Moss or Jansky method. In the 
former, Group IV is the universal donor, 
while in the latter Group I is the universal 
donor. 

Post-transfusion reactions have been the. 
source of much controversy in the past few 
years. There has been much difference of 
opinion as to the cause of these. There are 
certain factors which may cause reactions 
regardless of the method used, and these I 
call: 

1. Universal reactions. (a) Regardless 
of the method employed, the donor and re- 
cipient must be carefully matched. I do 
not believe in depending on mere typing 
of both individuals. Any one who has 
transfused a large series of cases cannot 
but have been impressed by the fact that a 
percentage of the reactions is due to in- 
compatibility of the bloods and not to the 
particular method employed. 

Wherever possible the Group IV or 
universal donor should not be used for 
transfusion of any group except its own. 
There is a variation in the agglutinating 
ability of serums in different individuals of 
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the same group. Recently at the Johns Hop- 
kins Hospital it has been shown, what many 


of us had previously surmised, that there: 


are subgroups in each of the four major 
groups. This variation in the agglutinins 
explains the necessity for the cross-agglu- 
tination test. 

Just how many subgroups will eventually 
be found is now a matter of conjecture, 
but I venture to say there will be a con- 
siderable number. They may even be found 
to vary in the different diseases, certain 
lesions producing an alteration in the reac- 
tion of the cells and serum in that disease 
to the cells and serum of the healthy indi- 
vidual of the same general blood group. 
Various drugs, Roentgen rays, and general 
anesthesia have been reported by Vorschiitz 
as changing the agglutinating properties of 
the serum. However, in a series of several 
hundred cases on the Surgical Division 
in which transfusion was performed dur- 
ing or immediately after operation, no 
untoward perceptible reactions were ob- 
served. The subject is complex, and for 
this reason, except in an emergency, 
I always insist that a crossed agglu- 
tination test be done. This latter test 
should not be done by haphazard or so- 
called simplified technique, but the centri- 
fuged serum and cells of donor and recip- 
ient should be accurately crossed. Disre- 
gard of this by the operator or pathologist 
is, I believe, the cause of a considerable 
portion of manifested reactions. The sur- 
geon having reactions out of normal pro- 
portions should first have his serum checked 
and the method and accuracy of the typing 
and crossed agglutination investigated. I 
say crossed agglutination because I do not 
believe that hemolysis occurs in a degree 
sufficient to cause a reaction if no agglu- 
tination is present, while the reverse is not 
true. 

(b) There are other conditions which 
May cause reactions regardless of the 
method used. It is extremely probable that 
alteration in the chemical contents of the 
blood plasma in certain diseases, as in’ the 
severe anemias, may result in a reaction, 
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anaphylactic in character, when blood of a 
normal’ individual is administered: It’ is 
also possible that this reaction may be due 
to variations in the hydrogen-ion concen- 
tration between the donor’s and the re- 
cipient’s blood. Although, as I will show 
later, this latter factor may be increased or 
decreased, depending upon whether the 
modified or unmodified method is used; it 
is present to a degree in any method. 

(c) The introduction of bacteria at the 
time of the transfusion, although unlikely, 
is yet possible, and should this occur the 
presence of these organisms, be they patho- 
genic or non-pathogenic, may cause the 
subsequent chills and fever, due to the intro- 
duction of bacterial proteins. Indeed, a 
condition such as this may account for 
some of the delayed reactions occasionally 
encountered. The chills and fever are then 
merely an external manifestation of the 
mobilization of the body forces to extermi- 
nate the invading offender. . 

(d) Any method which does not permit 
of the rapid transference of the blood from 
donor to recipient will show a higher per- 
centage of post-transfusion reactions. This 
may be due to the formation of minute 
agglutinating particles or, as I shall describe 
later, to a change in the chemical reaction 
of the blood as interpreted by the plasma 
carbon dioxide or the hydrogen-ion con- 
centration. é' 

(e) There is some difference of opinion 
as to whether or not repeated transfusions 
by any method subject the patient to the 
added danger of reaction. In our experi- 
ence we have found that the danger of 
reaction is in direct proportion to the num- 
ber of transfusions the recipient has had 
previously. The reaction is more apt to 
occur if the same donor is used, since here 
specific agglutinins probably develop in the 
recipient’s blood against the donor’s cells. 
It would be safer to do a crossed agglutina- 
tion test each time the donor is used for 
the same recipient. 

(f) Autoagglutinins may be present in 
cases of severe anemia or in patients who 
have had a number of transfusions over a 
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short period. If the serum is allowed to 
separate from the blood at body tempera- 
ture, antibodies may be demonstrated which 
are not demonstrated when the serum is 
allowed to separate in the cold specimen. 
In these cases the serum will clump its own 
cells if they are tested at room temperature. 

(g) Any method which allows for in- 
cipient coagulation changes may result in a 
reaction. I have said that certain anti- 
coagulative substances have a greater ten- 
dency to modify the blood-platelets, with 
the liberation of cytozyme, but any method 
which does not permit of the rapid trans- 
ference of the blood lays itself open to the 
charge that incipient coagulative changes 
have occurred which were not macroscopic 
in character. 

2. Specific reactions. (a) Several years 
ago while advocating the citrate method, 
we were struck by the fact that the number 
of, reactions reported after the use of this 
method were far greater than we had en- 
countered in our own cases. I then inquired 
of a number of surgeons as to the prepara- 
tion of sodium citrate they were using. I was 
surprised to learn that very few had ever 
looked into this matter. There is only one 
preparation which can be used with safety, 
and that is a citrate of “reagent purity.” 
The amounts of free lead, iron and other 
substances in the ordinary commercial prep- 
arations make their use extremely hazard- 
ous. After all the preceding precautions 
were observed, reactions were still obtained, 
and this instigated further research. We 
then found the following causes for some 
of our trouble: 

(b) The distilled or sterilized water used 
in the preparation of the citrate solution 
was not fresh. It is well known that any 
solution which has stood for a number of 
days on a shelf before its intravenous 
administration may cause a reaction similar 
in every detail to that observed after trans- 
fusion by any method. We have observed 
it a number of times after intravenous 
administration of normal saline. 

(c) Some hospitals do not distil the 
water, but buy commercial preparations 
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sold in the larger cities. Several bottles 
were purchased and a variation was found 
in the hydrogen-ion concentration, some 
solutions being distinctly acid, while others 
were distinctly alkaline. 

(d) Sodium citrate does not stand re- 
peated sterilization. We made up solutions 
and ran them through an autoclave on suc- 
cessive days, removing some after each 
sterilization for an estimation of the hydro- 
gen-ion concentration. This gradually falls, 
until after five days we were able to obtain 
an equivalent of nearly one-half of one per 
cent of free citric acid. We were then 
tempted to use a fresh, properly prepared 
solution of sodium citrate, to which we 
added the equivalent in free citric acid. A 
violent reaction occurred. I therefore be- 
lieve that if the citrate method is employed 
it is preferable to weigh out the amount of 
sodium citrate necessary to make a 2-per- 
cent solution when dissolved in 100 cc of 
freshly distilled water, and put this in a 
sterile 100-cc flask tightly corked, the water 
to be added just before its use. 

(e) It is important that the blood from 
the donor be transferred as rapidly as pos- 
sible to the recipient. Exposure to the air 
over a long period of time allows for an 
alteration in the carbon dioxide content and 
for a greater alkalinity of the blood. 
Although we have not been able to prove it, 
this decrease in plasma carbon dioxide and 
increase in alkalinity might be sufficient to 
cause reaction. 

(f) The flask should be washed out with 
the solution of sodium citrate and the re- 
mainder carefully dropped in as the blood 
is introduced, so that the initial blood enter- 
ing the cylinder is not hemolyzed. This 
undoubtedly occurs when large amounts of 
citrate are in the flask when the blood 
begins to flow into it. 

(g) Galland first showed the dangers re- 
sulting from the use of new rubber tubing, 
and this has since been called to our atten- 
tion by the work at the Mayo Clinic by 
Busman. This factor may result in reac- 
tions in either the citrate or the Unger 
method. It is more apt to occur in that 
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method which utilizes a large amount of 
tubing. 

From these facts we can conclude that 
no one cause or method is responsible for’ 
all reactions. It is true that with indif- 
ferent technique more reactions are to be 
expected with the citrate method, but if 
consideration is given to the specific causes 
of reaction when this method is used, the 
percentage of reactions will not be any 
greater than those encountered with the 
unmodified blood in the ordinary case. 

Mortality figures are of little value un- 
less it can be shown that the death resulted 
from hemolysis, agglutination, or cardiac 
dilatation. The symptoms of incompatibil- 
ity are: (1) dyspnea; (2) pain in the back; 
(3) abdominal discomfort, and even pain 
associated with nausea and vomiting; (4) 
dilatation of the pupils; (5) sweating and 
flushing of the skin; (6) vertigo and throb- 
bing headache; (7) puffiness of the face 
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and eyelids. In the serious cases jaundice 
and hematuria are evident if the patient 
lives long enough. 


Blood transfusion is not a cure-all; but 


has a wide usefulness. With the element 
of risk practically eliminated, blood trans- 


fusion has become one of the most effective 


procedures in modern therapeutics. It is a 


specific in acute hemorrhage, where “the 
limit of bleeding” has not been reached, in 
melena, and in the hemorrhage of hemo- 
philia. It is of definite value in primary 
pernicious anemia in hastening and pro- 
longing remissions. It is indicated in 
severe secondary anemia. Transfusion in 
shock is not as efficacious as in cases of 
shock associated with hemorrhage. The 
value of exsanguination transfusion in 
selected cases is beyond question. It is not 
so much which method is used as thorough 
familiarity with the advantages, disadvan- 
tages and technique of each procedure. 


Salt-restricted Diet in the Treatment of 
Arterial Hypertension’ 


BY MITCHELL BERNSTEIN, M.D. 
Instructor in Medicine in the Jefferson Medical College, Philadelphia 


Salt-restricted diet as a therapeutic 
measure in the treatment of arterial hyper- 
tension, as advocated by Ambard, Allen, 
and others, has not met with general favor 
by the medical profession. This is due, 
perhaps, to several reasons. The idea 
among physicians that the restriction of salt 
works an undue hardship upon patients led 
many of them to relegate the treatment to 
the background. The few who have had 
some experience with the treatment have 
often abandoned it, some because of their 
inability to regulate the diet so as to reduce 
the total urinary chlorides in the 24-hour 





*From the Medical Department of Jefferson Medical 
College Hospital, Services of Drs. Hare and McCrae. 
Read at the meeting of The Northern Medical Associa- 
tion, December 12, 1924. 


output to one gramme or less ; some because 
they considered the blood plasma chloride 
figure an index to the success or failure in 
each given case ; and some because it seemed 
impossible to make a salt-restricted diet 
palatable. 

That the salt-restricted diet can be made 
palatable, that it works no undue hardships 
upon patients, and further that with the 
cooperation of the patient it is possible to 
reduce the urinary chlorides in the 24-hour 
output below one gramme and maintain it 
at this point for a long period of time, giv- 
ing many patients relief and comfort, will 
be demonstrated in the cases herein men- 
tioned. 


Classification.—What shall be considered 
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as high blood-pressure? There seems to be 
no agreement on this question, and Neu- 
hoff,? in a recent article, places the systolic 
figure. at .a persistent reading of 150 mm. 
of mercury.or above. Allen prefers to take 
170 mm. of mercury or above for his stan- 
dard, and this is the oné chosen for the 
present purpose.. 

While many classifications of arterial 
hypertension have been given by various 
writers, the one usedin the present series 
is as follows: 

1, Cases of hypertension in which there 
appears to be no organic basis and termed 
hyperpiesis, essential or primary hyperten- 
sion. 

2. Hypertension with nephritis, acute or 
chronic and with or without edema. 

3. Cases associated with cardiac involve- 
ment. ' 

4. Cases of hypertension with diabetes. 

Symptoms.—The symptoms of hyperten- 
sion are due to vascular spasm or to anemia 
or congestion of the respective organs in- 
volved. The most frequent complaints are 
dizziness, vertigo, headache, tinnitus au- 
rium, alteration in vision, flushing of the 
face and neck, annoying pulsation at the 
root of the neck, precordial pains, dyspnea, 
abdominal cramps, nausea, cramp-like pain 
or numbness in the arms and legs, and in- 
somnia. 

Diagnosis.—A careful history and physi- 
cal examination, together with records of 
the systolic and diastolic blood-pressure, are 
important. The blood chemistry should 
consist of a determination of the urea, 
plasma chloride and sugar content, the blood 
being taken preferably before breakfast. 
The routine urinary examination, together 
with the determination of urinary chlorides 
for twenty-four hours, is essential. The 
phenolsulphonephthalein and Mosenthal 
tests may be added if sufficient data is not 
obtained from the preceding study. 

The blood plasma chloride is given vari- 
ously between 530 and 600 mg. per 100 cc 
of blood. In the present work the normal 
range for plasma chloride is considered be- 
tween 530 and 580 mg. per 100 cc. It 
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might be well. to, state that these figures are 
variable during the course of treatment, and. 
often there is a rise in the plasma chloride 


-content despite the fact. that there may have 


been an abatement of clinical symptoms. 


TREATMENT. 


The object of the salt-restricted diet is to. 
relieve annoying and dangerous symptoms;. 
to reduce the hypertension to a point of 
safety and to.prevent the further progress 
of the condition. 

The only method employed in the cases 
herein mentioned was the regulation of the 
diet. 

‘It is important to remember that the diet 
should be salt-free and at the same time be 
made palatable. The diet is unweighed and 
unrestricted, provided there is no retention 
of proteins, in which event the protein in- 
take is regulated accordingly. The patients 
are ambulatory and receive no medication 
or additional treatment. The only excep- 
tions are, however, in cases of hypertension 
with cardiac failure, when heart drugs are 
added, and in the management of compli- 
cating diabetes, when insulin is used, if 
indicated. 

The choice of foods can be selected from 
the following list,* giving the approximate 
salt and nitrogen content. The reader is 
also referred for further lists to any text- 
book of dietetics : 


N, NaCl 
Food per cent per cent 
Apple sauce 
Apples 
Beefsteak 


Beef (scraped) 
Cabbage 
Carrots 
Chicken 


Crackers. (S... F) oi. 5.s.-00200 0% 
Custard 





“ORIGINAL ARTICLES' 


N; NaCl 
per cent per cent 
0.01 
0.01 
0.17 
0.17 
0.07 
0.13 
0.17 
Oatmeal 0.03 
Oil (olive) : 0.0 
Onion k 0.1 
Orange juice 0.06 
Parsnips .25 0.1 
Peaches ; 0.1 
Potatoes a 


Ice cream 
Junket 
Lamb chops 
Lettuce 


Pumpkin 


Rice pudding 
Salsify 
Shredded wheat 
Spinach 


Sweetbreads 
Tapioca pudding 


Tomatoes 
Turnips 
Wine jelly 


Essentially, however, insistence upon salt- 
free bread often flavored with a few cur- 
rants, saltless butter and the use of a cream 
water mixture, using equal parts or even 
more dilute, in place of milk, aids materi- 
ally in reducing the daily amounts of urin- 
aty chlorides. Various flavors and condi- 
ments are used to overcome the nausea 
often encountered with salt restriction, and 
among these may be mentioned freshly pre- 
pared horseradish, freshly prepared mus- 
tard, vinegar, essential oils, as peppermint, 
wintergreen, lemon or orange and vanilla 
extract. 

After some days on salt-restricted diet, a 
series of symptoms termed privation symp- 
toms occur. These consist of nausea, loss 
of appetite, occasional vomiting, and a 
sense of weakness. These symptoms are 
only temporary and are overcome by the 
addition of sodium chloride, varying from 
0.5 to 2 gm. in twenty-four hours. Often 
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no salt is ‘tequired, as the symptoms ‘abate 
without it. Once the beriefit has been ob- 
tained by the proper reduction of salt, the 
amount given for each twenty-four hours is 
decided in ‘each case, depending upon the 
blood-pressure readings and the control of 
symptoms. Thé determination of the urin- 
ary chloride ‘daily output is essential in the 
control and'management of each individual 
case, and the treatment should ‘not be aban- 
doned as worthless until it has been given a 
fair trial. This often requires the persis- 
tence of treatment for several weeks, and 
in fact, in advanced cases, benefit may not 
be demonstrated, according to Allen, unless 
patients have faithfully submitted to the 
treatment for several months. That it fre- 
queritly fails;sespecially where the cases ‘are 
complicated with advanced cardiovascular- 
renal disease, is not disptited. It does, 
however, materially help many patients, who 
are otherwise unable to get relief’ by the 
methods ordinarily employed,.for the treat- 
ment of hypertension, 

Results Obtained—In the :present series 
there are 18 cases of: definite: hypertension 
with duration of symptoms -ranging from 
two months to over five years, consisting of 
nine (9) cases of essential. hypertension, 
six (6) associated with chronic nephritis, 
one (1) with acute nephritis, and two (2) 
with cardiac disease. 

The patients have been under the salt- 
free diet treatment from three to six months 
and are still under observation. 

To date the results are as follows: 

Seven (38 per cent) of the cases were 
entirely relieved of all symptoms, and in six 
of these the systolic blood-pressure was re- 
duced and maintained at normal. In eight 
cases (44 per cent) many of the most an- 
noying symptoms were relieved, and there 
was a reduction of the blood-pressure, but 
not to normal. In this group there were 
two cases with cardiac decompensation and 
edema, and not only was the edema greatly 
reduced, but the patients were made much 
more comfortable. In three cases (16 per 
cent), one with acute nephritis and two with 
chronic nephritis, the patients were not 








244 


benefited, but seemed worse after a short 
course of treatment. 


CASE REPORTS. 


An epitome of the chief features of a few 
cases from the above series is as follows: 

Charles B., aged sixty-one, complained on 
August 8, 1924, of dimness of vision, 
dyspnea, precordial pain with occasional 
radiation down the arms. These symptoms 
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weight was. due to fluid, despite the fact 
that there was no visible edema. On De- 
cember 8, 1924, the patient’s blood-pressure 
was 150 systolic and 80 diastolic, and he 
stated that he felt good. 

Mrs. B. S., aged forty-nine, was admitted 
to Jefferson Hospital, September 8, 1924, 
complaining of headache, dizziness, short- 
ness of breath, precordial pain, and burning 
in the stomach. Her present illness began 


























Mr. Charles B. 
NaCl URINE Sines Plasma Blood Bioop PREssuRE. | 
Date; in Sugar NaCl Urea Wet. 
1924 | Diet Spec. NaCl Total mg. per mg. per mg. per | Ib. 
em. | Vol. cc. Grav. % NaCl gm 100 ce. 100 ce. 100 cc. a. M. P.M 
AUG. 
9 0 _ — _ _ —_ 577 15. 240/140 230/140 173 
13 0 484 1022 .628 3.040 185/120 
15 0 446 1026 .210 1.937 
16 0 402 1024 .124 -498 
17 0 398 1023 -138 .569 (Privation Symptoms) 180/120 
19 0 488 1022 .103 .5038 170/110 166 
20 0 502 1020 .113 .567 160/110 
21 0 477 1022 .099 .489 140/ 90 
SEPT. 
2 0 440 1023 .210 .924 140/ 80 
3 0 384 1025 -210 .802 140/ 80 163 
4 0 702 1023 .189 1.327 125 603 26 148/ 90 
8 0O 692 1020 .189 1.308 130/ 80 
iv 0 634 1018 .128 812 150/ 90 
16 0 760 1011 .195 1.482 150/ 90 
24 0 636 _— 118 1.100 140/ 80 
ocT. 
10 0 _ — — oe — _ _— 130/ 90 
16 0 674 1017 .169 1.40 148/ 80 
17 0 704 1012 . 134 1.043 150/ 90 








had persisted almost continually for three 
months prior to examination. The blood- 
pressure was 230 systolic and 140 diastolic. 
He was unable to work during this period 
and felt generally miserable. After exam- 
ination and study the diagnosis of hyperten- 
sion and chronic nephritis was established. 

Treatment and Progress.—Salt-restricted 
diet was instituted August 9, 1924. The 
symptoms have been completely controlled. 
At no time was the patient confined to bed. 
The data submitted in the following chart, 
showing the various records in the progress 
of the case, is arranged in like manner as 
on forms used by Allen. 

It will be seen from the chart that priva- 
tion symptoms developed five days after 
treatment. The loss of ten pounds in 


about five years before, as evidenced by 
weakness and shortness of breath on the 
slightest exertion. She had been in the 
hospital seven times for variable periods. 
Her blood-pressure during this five-year 
period has fluctuated between 180 and 300 
systolic, and despite the fact that she had 
been treated by rest in bed, starvation, hot 
packing, a course in medication, and re- 
peated venesection, it seemed practically 
impossible to keep her symptom-free, and 
rarely was her pressure below 200 systolic— 
the diastolic often above 150. ‘Her weight 
on admission was 244 pounds. The records 
on the chart show the daily progress during 
her stay in the hospital. 

The patient was not kept in bed and re- 
ceived an unrestricted, unweighed diet. 














Despite this, it will be noted that there was 
a loss of seven pounds in weight, this being 
due to water from the tissues as a conse- 
quence of a salt-restricted diet. 

While most of the symptoms subsided, 
there was occasional weakness complained 
of. This, however, was controlled by small 
amounts of sodium chloride. The blood- 
pressure records are much lower than on 
any of the previous admissions, extending 
over the entire month’s stay in the hospital. 

Mr. Lewis S., aged forty-four, com- 
plained on May 29, 1924, of marked dim- 
inution of vision and severe headache. 
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tolic and 160 diastolic. After study, the 
established diagnosis was (1) hypertension, 
(2) chronic nephritis, (3) neuroretinitis. 
Treatment and Progress.—On salt-free 
diet the inflammation of the nerve head 
and retina subsided, the hemorrhages ac- 
companying the neuroetinitis were com- 
pletely absorbed, and to this date no new 
hemorrhages have been observed. Of course, 
the chorioretinal atrophy first noted is 
permanent. The patient has been symptom- 
free since July, when he returned to work. 
It has been impossible to reduce his blood- 
pressure below 170/100, his usual level be- 


















































Mrs. Bertha S. ; 
: 
NaCl Unine. Plasma | Plasma | Blood BLOOD PRESSURE. 
Date >, a. NaCl Urea in 
- ro Vol. cc. Sees. < Noodle. 100 cc. "oe ae. A. M. P.M. 
| | 
SEPT. ! : 
8 0 - — _ _ 117 639 16 190/130 215/120 244 " 
9 0 1596 1018 .453 7.210 200/120 190/110 4 
10 0 1752 1012 .268 4.695 170/110 165/105 5 
11 0 1820 1012 -066 1.201 152/100 190/130 242 
12 0 1762 1011 .055 .969 174/106 160/110 
ae 1942 1008 .045 .874 192/116 198/118 
mu OD 1625 1011 062 1.007 * 170/110 170/110 
15 0 1090 1016 .049 534 121 566 12 200/120 175/120 241 
16 0 1460 1012 -103 1.404 184/116 170/110 
17 0 1870 1012 .041 .767 175/100 190/124 
18 0 1828 1008 -035 .640 174/118 170/120 239 
19 0 935 1013 .062 -580 188/114 174/108 
ie 1252 1010 031 .388 158/ 92 156/ 98 
21 0 2299 1008 .031 113 121 §23 13 162/ 88 168/ 96 239 
22 0 1828 1009 .047 .859 164/ 94 140/110 
23 .6 1774 1010 .041 727 176/ 98 166/100 
24 «CS 1904 1009 .041 -781 178/104 168/112 
3 5 1442 1010 .062 .893 176/ 98 172/102 238 
26 1 1354 1011 .041 .555 180/100 170/ 94 
27 1 1604 1011 .047 .754 170/100 180/108 
23 1 676 1017 055 .402 180/100 154/ 98 238 
29 1 1528 1010 .047 tlt 116 585 19 170/100 160/106 
1 — — — — 166/ 94 170/ 90 
oct. 
| 1 852 1019 -095 .809 * 154/102 170/110 235 
2 1.5 1124 1013 .144 1.619 160/106 160/110 
3 1.5 664 1014 -181 1,202 174/100 170/104 
. 25° 190 1012 .072 .909 168/ 94 194/104 
5 1.5 1800 1013 .047 611 120 552 18 168/ 94 194/110 237 
ae — _ —_ — 170/110 — 












*Privation Symptoms. 











He had applied for treatment to the Wills 
Eye Hospital, and was subsequently re- 
ferred by Drs. Chance and Lehrfeld for 
salt-restricted treatment. His referred diag- 
nosis was recent neuroretinitis and old 
chorioretinal atrophy. His blood-pressure 
when first examined was 240 to 250 sys~ 









ing about 180/130. At this writing he is 
excreting about one gramme of urinary 
chlorides in twenty-four hours. His vision 
is good, he is still symptom-free, and is 
able to pursue his occupation. 

Mrs. Ida G., aged sixty years, complained 
over a period of five years of frequent at- 
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tacks of severe precordial pain which would 
tadiate down the left arm and was asso- 
ciated with a sense of suffocation. She had 
been annoyed by progressive dimness of 
vision. Of interest in her past history is 
the note of a cholecystectomy performed 
in 1916. 

Her blood-pressure has varied between 
190/100 and 230/140. It was impossible to 
keep her symptom-free despite the use of 
bromides, nitrites, veratrum viride, venesec- 
tion, rest, etc. 

On May 24 the patient was seized with a 
severe attack of pain as described above. 
The blood-pressure was 190/110. Salt- 
restricted diet was instituted the following 
day. 

‘Progress.—A résumé of events over six 
months shows the blood-pressure reading 
averaging 140/90. There have been occa- 
sional transitory attacks of pain, but to such 
a mild degree as to be insignificant. The 
‘patient’s general condition is better than it 
has been during the past five years. 

Mrs.. E. P., aged fifty-seven years, com- 
plained on September 22, 1924, of vertigo, 
dyspnea and dizziness which had persisted 
for the preceding six months. She had 
had twelve children, eight of whom are 
living and well. She had worked hard all 
her life and looked much older than her 
years. Her face was pale and puffy and 
she was quite dyspneic. Her blood-pressure 
was 210/100. She had been told about her 
high blood-pressure two years before, but 
had never submitted to treatment. 

The established diagnosis after observa- 
tion was (1) hypertension, (2) chronic 
nephritis, (3) hypertrophy of the heart. 

Progress——A short course of salt-re- 
stricted diet rendered no improvement, and 
this is one of the cases in which the treat- 
ment failed. This may have been due to 
the permanent changes that occurred in the 
cardiovascular-renal system. 
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CONCLUSIONS. 


1. The deduction from the. above seems 
to justify the fact that the salt-restricted 
diet as a therapeutic measure seems to do 
most good in those patients with hyperten- 
sion, that are full blooded, with perhaps a 
little edema, some nocturnal polyuria, oc- 
casional dyspnea, and with a plasma chlo- 
ride content above 580 mg. per 100 cc. 

2. The treatment is valuable in the con- 
trol of .hypertension associated with the 
menopause; although it is well to note that 
all cases of. menopause do not have hyper- 
tension. 

3. In the cases of hypertension with 
nephritis and salt retention with edema of 
varying degrees, it is often very valuable. 

4. It is useful as an adjunct in some 
cases of cardiac ‘decompensation with 
edema. 

5. A definite contraindication is in the 
latter stages of nephritis, especially with a 
high urea content. 


* * * 


The writer wishes to express his appre- 
ciation to Prof. Withrow Morse, Professor 
of Physiological Chemistry and Toxicology, 
Jefferson Medical College, who made possi- 
ble the collection of the chemical data. Also 
to Dr. E. J. G. Beardsley, under whose 
guidance many of the cases were collected; 
and to Dr. Allen, Morristown, N. J., for 
the information which permitted this study. 
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An Obstetric Review 
BY. E, P. DAVIS, M.D. 
Formerly: Professor of Obstetrics in the Jefferson Medical College of Philadelphia 


Occasionally when a very notable book 
dealing with a medical topic appears it 
seems best to review it in extenso. The 
Editor of the THERAPEUTIC GAZETTE there- 
fore asked me to prepare such a review, and 


with this request I gladly comply, since 


space does not permit me to present facts 
of keen interest to general practitioners in 
the short space accorded to book reviews. 
Aside from noting the excellent character 
of the text; I trust the reader will gain 
much useful information from the state- 
ments quoted. 

The key-note of this excellent book on 
obstetrics is found in the introduction, 
where the author draws attention to the 
mortality and morbidity of childbirth, and 
states that, in his opinion, the cause of this 
is the prevalence of the notion that child- 
birth is a normal function. The obstetri- 
cian and his art are held to be inferior to 


other branches of medicine, and, as a re- 
sult, the care of the child-bearing woman 
is left to the young, the inexperienced, the 
incompetent, or a non-medical person, the 


midwife. If the truth be stated, it is that 
the minority of labor cases are normal and 
that the majority require special knowledge, 
skill, experiences and advantages for their 
successful treatment. 

An excellent account of the development 
of the ovum is well illustrated and the im- 
portant factors in the development of the 
circulation and essential portions of the 
embryo are clearly stated. 

The changes due to pregnancy gain much 
in description by illustrations. In treat- 
ing of the physiology of pregnancy and 
labor the author states that the vomiting 
of pregnancy, the kidney of pregnancy, 
breech and face presentation, rupture of 
the uro-genital septum, are pathologic con- 
ditions, and when such are present, labor 


1The Principles and Practice of Obstetrics. By Joseph 
B. DeLee, A.M., M.D. With 1128 illustrations on 928 
figures, 201 of them in colors. Fourth edition, thor- 


oughly revised. Philadelphia and London, W. B. Saun- 
ders, 1924. 


cannot be normal. Many, on the contrary, 
consider these to be normal. conditions: in. 
parturition. 

An excellent paragraph is that describ- 
ing the effects of labor on the maternal 
organism, and equally valuable. material is 
furnished on the effect of labor. upon the 
child. The prognosis of labor: is; stated 
from extensive statistics, and again re- 
enforces the author’s position that obstet- 
rics is a specialty deserving the attention 
of the best minds in the profession. 

In describing the mechanism of labor and 
the passages through which the fetus must 
go, the author draws attention to what he 
terms the intercolumnar fascia of the peri- 
neum. This passes across from one pillar 
of the levator ani to the one on the opposite 
side between the rectum and the vagina, 
forming part of the central tendon -of. the 
perineum and fusing with the third layer 
of visceral fascia. Here it is somewhat 
thicker and holds the two pillars of the 
levator ani close together. 

This fascia the author has demonstrated 
in models and draws especial attention to 
it in connection with his operation called 
Prophylactic Forceps. 

In this section he describes the injuries 
inflicted upon the mother by the improper 
use of forceps and other conditions which 
injure the maternal parts. 

In treating of the passenger in labor, his 
list of presentations in length and com- 
plexity reminds one of the older French 
school of obstetrics. The cephalic presen- 
tation is best explained by Pajot’s law of 
accommodation. 

The mechanism of occipital labor is 
clearly stated and exceedingly well illus- 
trated. The author draws attention to the 
fact that the sagittal suture is usually found 
midway between the promontory and the 
pubis in labor. He believes that marked 
asynclitism is pathologic. This point is im- 
portant because in some cases in which 
spontaneous labor is impossible, marked 
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asynclitism is a very important sign and 
calls for prompt delivery by operation. 

In dealing with the puerperal state atten- 
tion is drawn to the fact that it is yet 
impossible to distinguish the pathogenic 
from the non-pathogenic streptococci. The 
streptococci found in the birth canal of 
parturient patients must be regarded as 
capable of developing destructive qualities 
if the conditions for it are ripe. The reasons 
why all parturients do not become infected 
are plainly stated. 

In the hygiene of pregnancy emphasis is 
laid upon the necessity of treating obstetric 
cases as major surgical cases. The woman 
is requested to report any symptom that 
annoys her; the physician must see her 
frequently during pregnancy and judge for 
himself if her condition is satisfactory. The 
impression which the author conveys is that 
the parturient patient must be studied as if 
she were in preparation for a surgical op- 
eration. In this we believe he is correct. 


He does not discard pelvimetry, believing 
it to be an important help, and it is fully 


illustrated. 

The author is obliged to compromise 
between his convictions and the possibilities 
of practice. According to his convictions 
the patient should be confined in hospital 
only, but he realizes the fact that at present 
many cannot go to hospital for confinement. 
Apparently he has not reached the stage 
which some American obstetricians have, 
where he declines to take cases in private 
houses. We hope for his sake that he will 
speedily attain that condition. 

His directions for the preparation for the 
aseptic conduct of labor at home would 
make an excellent pamphlet for mother and 
nurse. When the list of articles needed was 
presented to the husband, it might suggest 
to him the fact that confinement in hospital 
would certainly be more convenient even if 
more expensive. The author states that 
in conducting labor in private houses he has 
the services of a physician as assistant. It 
was the reviewer's experience in private 
practice that not only was a physician re- 
quired as an anesthetizer and assistant, but 
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also an additional nurse. This second nurse 
had charge of the portable sterilizer con- 
taining the necessary instruments and also 
of the aseptic dressings, gowns, and other 
appliances required in the conduct of labor. 
To satisfy his professional conscience the 
obstetrician must furnish the patient in her 
own house with the essentials of the treat- 
ment afforded by a hospital. If he is not 
prepared to do this, he should not take cases 
in private houses. This fact has been em- 
phasized by English obstetricians recently 
who state, without reserve, that no one 
should accept obstetric cases, especially for 
private treatment, who is not prepared to 
furnish adequate professional skill and 
hospital environment. 

In the conduct of labor the author still 
has in mind those who will conduct cases 
on distant farms, and he minutely describes 
equipment for such practice. He states, 
however, that the time has come to make a 
sharp distinction between hospital and home 
obstetric practice, but the vast majority of 
births occur in the patients’ homes and will 
continue so in our day, and it therefore be- 
comes our duty to better the conditions we 
are forced to meet. Such good results as 
are obtained where the obstetrician is in his 
specially equipped maternity cannot be ex- 
pected by the public, but it is surprising 
how much may be accomplished and with 
simple means. 

Each labor case he attends should have 
two physicians, a chief and an assistant. 
He outlines the duties of each and, in the 
matter of asepsis and antisepsis, he lays a 
special stress upon the fact that the ob- 
stetrician must scrupulously avoid getting 
infected material on his hands. This he 
says is the key-note of subjective asepsis 
and cannot be sufficiently emphasized. By 
putting on perfect rubber gloves and using 
forceps, all infected things like dressings 
may be handled without infecting the hands. 

He describes three methods of manual 
antisepsis, any one of which if thoroughly 
done is practically sufficient. The rubber 
glove is especially valuable in preserving the 
hand of the obstetrician. To avoid injury 
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to the gloves the author uses blunt-pointed 
instruments. Dry sterile gloves are best. 
The sterile suit and gown are necessary, 
and the writer shows his head-piece, which 
he says “prevents spitting upon the puer- 
peral wounds and the sterile instruments 
during speaking.” This suggests a degree 
of mental excitement on the part of the 
operator which we hope is unusual, as we 
have rarely observed expectoration as an 
accompaniment of obstetric operations. 

The rectal examination during labor the 
author has employed, and finds that increas- 
ing experience approves its wider field of 
usefulness. He outlines his method of 
making vaginal examination and illustrates 
this method clearly. 

That a physician should be with a labor 
case throughout the entire parturition is 
evidently desirable, but that this cannot be 
obtained unless at increased expense to the 
patient is obvious. 

Again, the physician who leaves for a 
short time a confinement case must not visit 
infectious diseases or touch pus while ab- 
sent, but the general practitioner may be 
called upon to do this by patients who have 
as much right to his services as the par- 
turient woman. How shall this situation 
be met? An illustrative case in England 
covers this point. A general practitioner, 
engaged to attend a patient in confinement, 
was informed in an early morning that in 
another family of his patients a child was 
ill. He visited the child and made cor- 
rectly a diagnosis of scarlatina. Returning 
to his office he was informed that the con- 
finement for which he was engaged had 
begun. He then bathed, changed his cloth- 
ing, took instruments which had not been 
used in his first visit and conducted the 
confinement. The mother died of septic 
infection; the husband sued him. The 
court ruled for the physician, stating that 
when the husband engaged him for his 
wife, he knew he was in general practice, 
liable to treat infectious cases, and that the 
husband took the risk of general practice. 
The physician was exonerated because he 
had shown reasonable care, had taken rea- 
sonable precautions, and displayed reason- 
able knowledge and skill. 
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The medical profession cannot secure 
better asepsis in confinement until two con- 
ditions are altered : 

First, the public must understand that 
in employing a general practitioner to do 
obstetrics or surgery, they take a risk of 
infection which does not pertain when an 
obstetrician or surgeon is engaged. 

Second, the general practitioners of med- 
icine must come to the point where they 
dare refuse obstetric cases. At present the 
general practitioner takes obstetric cases 
because, in competition with other general 
practitioners who take them, he dares not 
refuse them. As these cases pay poorly, 
they are done poorly. By delivering the 
mother in a family, the practitioner hopes 
to obtain the medical work of the family. 

In his management of labor the author 
uses morphine and scopolamine sparingly 
through the first stage, and for the period 
of delivery ether in small quantities. Ni- 
trous oxide and oxygen are used frequently 
for suitable cases including toxemic condi- 
tions. In these the author runs a consid- 
erable risk, as there is clinical evidence, 
much of it unpublished, to the effect that 
nitrous oxide and oxygen can produce fatal 
results without warning in toxemic patients. 
The so-called “twilight sleep” requires a 
high degree of obstetric skill, aside from 
the ability to properly observe and conduct 
the seminarcosis. 

The author is accustomed to make what 
he calls a “medio-lateral” episiotomy at the 
time of delivery, which he illustrates and 
which has to do with his observations on 
the anatomy of the perineum and pelvic 
floor. 

In the conduct of the third stage of labor 
he considers the invasion of the uterus for 
any purpose a critical matter, to be under- 
taken, if possible, in hospital only. The 
average duration of the puerperal period in 
practically normal cases he states is eighteen 
days. 

In the pathology of pregnancy he recog- 
nizes pernicious nausea and vomiting as 
toxic in origin, and he has little faith in 
corpus luteum or other drugs for the treat- 
ment of these cases. Rest, isolation, sug- 
gestion, skilful and careful feeding, mainly 
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with carbohydrates, and attention to the 
condition of the digestive organs are suffi- 
cient for most cases. He recognizes the 


value of glucose, alkalies, water, and hopes 


that insulin may be of value. The pernicious 
nausea of pregnancy he considers so dan- 
gerous that it is better to interfere early 
and terminate the pregnancy than to wait 
until the patient will not recover from the 
operation. _ 

His summary and description of eclamp- 
sia is excellent and he adds illustrations of 
value. Blood-pressure he considers an 
important sign of toxemia and, in the ab- 
sence of a better phraseology, he thinks it 
rational to consider the cause of eclampsia 
an acute toxemia and to use the word 
eclampsia for its manifestations of an acute 
nature often attended with convulsions. In 


treatment he has abandoned sweating and 


believes that bleeding seldom produces any 
but transient improvement. 

In conservative treatment he describes 
Stroganoff’s. He believes that prompt de- 
livery in skilled hands will save more 
mothers and children than any other form 
of treatment. 

In choosing his method of treatment he 
studies the environment of the patient 
without mentioning the immediate removal 
of the patient to a maternity hospital. A 
ruptured ectopic gestation would be taken 
to hospital at the earliest possible moment ; 
why should not a severe toxemia of preg- 
nancy? The free use of fluids, the avoid- 
ance of active purgation, keeping the mouth 
clean, the tongue uninjured, giving fresh 
air and avoiding violence and wounds, are 
indicated. Ether is the best anesthetic com- 
bined with oxygen, given by an expert. 

The author gives to the kidney of preg- 
nancy and to acute yellow atrophy of the 
liver and to chorea separate paragraphs. 
Under the head of presumable toxicoses he 
treats of the psychoses, neuritis and skin 
disease of pregnancy. Local diseases inci- 
dent to pregnancy receive separate mention. 

Ectopic gestation he believes a better 
term than extra-uterine pregnancy, and 
illustrates clearly pregnancy in the cornu 
of the uterus. This he calls “angular preg- 
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nancy.” Operation is the only method, of 
treatment ‘which he considers, but where’ 
primary hemorrhage has ceased and the 
patient is recovering from shock, he states 
that one may wait a few days ready to op- 
erate on the first suspicion of renewed 
hemorrhage. Preparations can be made at 
home or the woman sent to a hospital. In 
the experience of the reviewer, this is a 
dangerous course; secondary hemorrhage 
may occur at any time, and unless the pa- 
tient is virtually adjacent to the operating- 
room with instruments and appliances ready 
and the staff within call, operation will be 
too late. The author states that his prefer- 
ence is for immediate operation. 

He recognizes the pathological results 
which frequently follow operations for the 
fixation of the uterus. During pregnancy 
annoying symptoms can be only partly 
relieved. If the uterus is so fixed that it 
cannot develop normally and abortion 
threatens, rest in bed and opiates are re- 
quired. If abortion occurs, the obstetri- 
cian must see that the uterus is absolutely 
emptied and that it drains freely. As labor 
approaches, if the cervix is in an abnormal 
position, complications may be expected. 

Where pregnancy is complicated by retro- 
version, the obstetrician may wait in the 
hope that subsequent restitution may occur. 
Treatment by posture and the use of a 
pessary are- indicated, recognizing the 
importance of maintaining the frequent 
emptying of the bladder. Cases in which 
restitution fails may require operation. 

In the section on abortion and premature 
labor the reader is interested to know the 
position of the author in the treatment of 
abortion. Where infected cases are to be 
treated complicated by hemorrhage only, 
the author uses tamponing with gauze 
under careful aseptic precautions, by @ 
method which he accurately describes and 
illustrates. When this packing is removed 
he is prepared to curette the uterus, if he 
finds it necessary, and the ovum forceps is 
employed in what he considers suitable 
cases. He recognizes the danger of the use 
of the curette and illustrates his procedure 
whereby he says that the fingers follow 
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every movement of the curette. Perforation 


‘of the uterus is a danger always present, 


and the author prefers to deal with this 
complication by abdominal incision. In in- 


‘complete abortion, if the patient is in. hos- 


pital, the uterus should be emptied as soon 
as possible. If the patient is not in hospital, 
the uterine cavity may be packed, the vagina 


“tamponed, and the uterus allowed ulti- 
‘mately to expel its contents. In septic 
“abortion, if there is doubt as to the con- 


dition of the uterus, it should be let alone. 
If there is reason to believe that an instru- 
ment has been passed through the uterus, 
the abdomen should be opened at once, the 
uterus removed, and the pelvis drained. If 
there is no hemorrhage and no reason to 
suspect perforation, but the patient has 
fever, she should be placed in the’ Fowler’s 


“position, the intestines emptied, liquids and 


nourishment given freely, with abundance 
of fresh air. Quinine and pituitrin are of 
value in hastening the emptying of the 
uterus. Bleeding indicates the emptying of 
the uterus by the placental forceps, fol- 
lowed by packing. 

The author adopts the term “abruptio 
placente” to describe the premature sep- 
aration of the placenta which is not preevia. 
He gives the differential diagnosis from 
placenta previa and rupture of the uterus. 
Treatment depends upon the fact that the 
placenta separates toward the end of labor 
with strong pains, followed by the sponta- 
neous birth of the child. In severe cases 
separation occurs before labor fully de- 
velops. In severe cases the condition of the 
cervix decides the method of immediate 
delivery. Strong uterine contractions can- 
not be expected. An effort should be made 
to empty the uterus through the cervix and 
vagina if possible. What the author calls 
a “Spanish windlass” is applied to make 
pressure, and ergot and pituitrin is given. 
When dilatation is sufficient, the tampon is 
removed and the patient delivered through 
the vagina. If the cervix is tightly closed, 
section should be done under favorable sur- 
roundings; if not, the treatment by tam- 
poning and pressure may be continued until 
dilatation is considerably advanced. 

If the author delivers by abdominal sec- 


tion, he follows the operation by supra- 
vaginal amputation of the uterus if the 
uterus is flabby and relaxed. Where the 
woman is greatly debilitated, tamponing and 
stimulating treatment may be required be- 
fore operation. 

While recognizing that placenta préevia 
is a formidable complication, the author 
States that a woman with placenta previa, 
except from air embolism, hemorrhage, 
shock, or spontaneous rupture of the uterus, 
should not die. 

He endeavors to compromise what should 
be and what can be in the matter of treat- 
ment, urging that a patient be sent to a 
well-equipped maternity hospital, and yet in- 
timating that she may retain, under some 
circumstances, at home. A tested blood 
donor should be accessible in these cases. 
He recognizes that the application of the 
tampon in these cases is not a simple mat- 
ter, but he considers the tampon neces- 
sary unless the obstetrician decides to op- 
erate at once, and especially if the patient 
is losing blood and is to be transferred to 
a hospital. 

The merits of Braxton Hicks’ version, 
the use of the dilating bag, and Cesarean 
section are discussed. The indications to 
save blood at all stages of delivery are 
clearly and emphatically expressed and are 
well worthy of attention. The value of 
Czesarean section in maternities is recog- 
nized. The author prefers the low cervical 
operation. On this important subject he 
apparently is not in harmony with those 
foreign obstetricians who have recently 
drawn our attention to the fact that in pla- 
centa previa death results more often from 
infection than from hemorrhage. In this 
view all vaginal manipulation including the 
tamponing should be avoided. Such pa- 
tients should be taken to hospital at once 
and operated upon speedily. 

The reviewer is inclined to believe that 
there is much truth in these considerations. 
His experiences bear them out, and for 
some time he has treated such cases by the 
avoidance of vaginal manipulation and 
prompt section in maternity wards. The 
results have been good. 
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To the reviewer placenta previa is a 
variety of ectopic gestation more danger- 
ous than the intra-abdominal variety. In 
the latter the patient is comparatively free 
from infection, for no doctor or midwife 
puts the fingers on the ruptured tubal ges- 
tation before the obstetrician is called to 
operate. On the contrary, placenta previa 
is frequently subjected to vaginal examina- 
tion under conditions most favorable for 
infection. It would seem logical to treat 
both surgically, considering placenta previa 
as potentially infectious because the pla- 
cental site in the uterus is in direct com- 
munication with the vagina, which contains 
abundant bacteria. After delivery by sec- 
tion, the uterus, if retained in these cases, 
should be tamponed and drained with anti- 
septic gauze. 

The author does not recognize in this 
volume the condition described as placenta 
accreta. It is possible that he does not 
consider the evidence presented in support 
of the existence of these cases as sufficient 
to justify the inclusion of this subject in a 
text-book. There is, however, a consider- 


able mass of clinical reports showing that 
the impregnated ovum may attach itself to 
the cervix and there so strongly adhere and 
become so intergrown with cervical tissue 
as to be a most dangerous factor as preg- 


nancy develops. Such placente cannot be 
removed by ordinary means, nor is the 
hemorrhage which attends such cases con- 
trolled by ordinary measures, and those who 
have encountered these cases have often 
been obliged to extirpate the uterus to con- 
trol it. 

The author has found the Wassermann 
and other serum reactions unreliable during 
pregnancy and the early puerperal state, 
and positive reactions, to be accepted as 
valid evidence, must be obtained several 
times. Negative reactions do not exclude 
the disease. If a positive Wassermann is 
the only sign of syphilis and the husband’s 
reaction is negative and there is no clinical 
history of the disease, treatment may be 
postponed until after delivery. Habitual 
abortion after the fifth abortion or prema- 
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ture labor caused by syphilis indicates anti- 
syphilitic treatment of both parents. The 
author uses mercury, arsenic and iron for 
the mother in these cases. Salvarsan dur- 
ing pregnancy may severely damage the 
kidneys, and inunctions of mercury are 
safer. 

The author is convinced that tubal infec- 
tions cause appendicitis. In his observation 
newly married women frequently have ap- 
pendicitis, and the gonococcus has been 
found in the pus from the appendix. Im- 
mediate operation for appendicitis in preg- 
nancy is the safest course. When dealing 
with ruptured appendix and suppurative 
peritonitis, it is safest to perform the Porro 
operation and remove the appendix at the 
same time. 

Of practical importance and interest to 
the reader is the writer’s discussion upon 
anomalies of the powers of labor. Atony 
of the uterus is recognized as a frequent 
cause, and in treatment, morphine to give 
rest is safe for the child only early in the 
first stage of labor, and its effect is en- 
hanced if the patient be given a full warm 
bath beforehand. The author suggests that 
a large, protective pad of cotton be worn 
by the patient if the bath is taken in a tub, 
but in modern maternities the tub has long 
since been discarded. Ergot is never used, 
quinine seldom, and strychnia 1/60 of a 
grain every three hours with hot coffee are 
considered reliable stimulants. Sometimes 
a large dose of castor oil is sufficient. 
Pituitrin should not be given until after the 
child has left the uterus. He believes that 
pituitrin is one of the most dangerous med- 
icines in the possession of the medical pro- 
fession. Where the obstetrician is sure that 
no essential mechanical obstacle exists to 
the vaginal delivery of the child, he may 
use non-operative methods before resorting 
to radical interference. Very frequently 
such cases may safely be terminated by the 
proper application of the forceps. 

Under the heading of anomalies of the 
passengers, intimating that more than one 
child is often passing through the birth 
canal at a time, the variations in mechanism 
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in labor are clearly described and receive 
excellent illustrations. In the treatment 
of these cases the writer gives minute direc- 
tions for the various means to be employed 
and is conservative in his advice. In breech 
presentations he finds that changing the 
breech to cephalic presentation by external 
or combined version, especially in old primi- 
pare, is more than usually difficult and 
unsuccessful. 

Unless there be some complication, as 
very large fetus or contracted pelvis, the 
author does not approve of Cesarean sec- 
tion in breech presentation. For rigid birth 
canal he uses the dilating bag. A deep 
‘unilateral episiotomy is his resource for 
rigid pelvic floor. He cautions against ex- 
traction unless it becomes absolutely neces- 
sary. For prolapsed cord there are condi- 
tions which make Czsarean section the 
safest form of delivery, but the child must 
be in perfect condition and the mother have 
not even the suspicion of infection. The 


author prefers the cervical method and 
would avoid drawing the cord upward 


through the uterine wound. 

The author’s discussion of anomalies of 
the birth canal is done thoroughly and well, 
and, again, the excellence of the illustra- 
tions is strikingly apparent. 

In treating of the clinical aspects of con- 
tracted pelves, an excellent description is 
given of spontaneous labor, when such oc- 
curs. A separate chapter is devoted to the 
mechanism of labor in flat pelves; a chap- 
ter on the prognosis of labor in contracted 
pelves, in which it is stated that, in the 
author’s observation, by routine neurologic 
examination of new-born infants, cerebral 
symptoms were discovered in 12 per cent. 
This draws attention to the frequent in- 
juries sustained by the new-born child in 
labor through the contracted pelvis. 

In the treatment of labor in contracted 
pelves, an effort to limit the size of the 
fetus by reducing the mother’s diet has 
proved useless in the observation of the 
author, and he adds a caution that nephri- 
tics should not be placed upon this diet, 
and that women who are using it should 
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have constant medical supervision. In em- 
ploying the test of labor the author cau- 
tions that labor should be so conducted as 
not to spoil the chances for an eventual 
pubiotomy or Cesarean section. 

In place of Mercurio’s position he has 
had better results with the exaggerated 
lithotomy position. During the test of labor 
rectal examination is made hourly, and if 
the pains are strong and the head wedged 
into the inlet, the second stage should not 
continue much over two hours. 

Spontaneous labor failing, the obstetri- 
cian has the choice of version with extrac- 
tion, high forceps, opening the pelvic girdle, 
cervical Caesarean section, and craniotomy. 
The author believes that the cervical intra- 
peritoneal operation may prove largely suc- 
sessful. 

The author again speaks of hospital ver- 
sus home practice in contracted pelves. 
Would a section on hospital versus home 
practice in the treatment of ruptured 
ectopic gestation or acute appendicitis be 
included in a treatise on surgery? Is not 
labor in contracted pelvis as serious and as 
complex and to be considered as much a 
hospital case and cared for accordingly? 

The injuries to the birth canal are de- 
scribed minutely, and the report of episi- 
otomy of the medio-lateral variety done by 
the author is clearly illustrated. He be- 
lieves in the immediate closure in all cases 
in which there is no positive contraindica- 
tion. He reports immediate suture of the 
cervix with a continuous suture of 40-day 
catgut, and has devised a number of for- 
ceps without sharp points or surfaces for 
grasping the cervix without wounding it. 

In italics the author states that under no 
circumstances may a woman threatened with 
rupture of the uterus be transported to a 
hospital. He has known the tear to occur 
on the way from the jolting over bad roads. 
We hope his experience in this matter is 
unique, for such has not been our observa- 
tion. If the patient be given-a hypodermic 
injection of morphine before the transfer 
is made, we have found every reason for 
taking such a case promptly to hospital. 
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In treating a postpartum hemorrhage, 
the author mentions placenta accreta or 
increta. This he states is rather rare and 
follows the burrowing of the villi into the 
degenerated uterine muscle, in which there 
is irregular infiltration of syncytium and 
Langhan’s cells. In the treatment of post- 
partum hemorrhage, the removal of the 
placenta is described in detail, the usual 
methods employed for checking hemor- 
rhage are given, and the packing of the 
uterus by the hand or by instruments is 
minutely described and well illustrated. 
He illustrates a simple transfusion appara- 
tus for direct transfusion in these cases. A 
separate paragraph is devoted to postpar- 
tum hemorrhage complicated by severe 
laceration, for the hemorrhage may render 
difficult the repair of lacerations, and, on 
the other hand, a severe laceration may be 
the cause of hemorrhage. In sudden death 
in labor the author believes that infection 
of some sort is present. 

In treating the asphyxia of the new-born 
the author endeavors to prevent the devel- 
opment of this complication before the child 
is born. After the birth of the infant he 
uses a tracheal catheter which he has found 
very successful. 

Injuries to the child in birth may occur 
in spontaneous labor, but, unfortunately, are 
often the result of injudicious procedures. 
The author urges this as a reason for 
improving the training in obstetrics by med- 
ical colleges. 

A valuable and interesting discussion of 
puerperal infection is given. The difficulty 
of precise diagnosis and prognosis is indi- 
cated. All varieties of treatment are de- 
scribed, and the author’s experience as 
showing the value of supporting measures, 
while he considers vaccine therapy a flat 
failure. Bacteriology has not, as yet, sup- 
plied a remedy and antistreptococcus serum 
has also failed, although the author gives it, 
but if no improvement follows he does not 
long continue it and fears anaphylaxis. The 
value of salt solution is recognized, and 
. direct blood transfusion occasionally does 

good. The remoyal of the uterus the 


author has avoided, for he has never seen a 
case in which he thought it could possibly 
save life, and in many critical cases recov- 
ery ensued without it. 

Diseases of the breast including the treat- 
ment of mammary abscess receive adequate 
attention. 

In operative obstetrics the author’s find- 
ings and experiences are essentially individ- 
ual. Impressed with the importance of his 
task, he would have the obstetrician keep 
himself in good physical condition, espe- 
cially avoiding the furor operativus, and he 
does not disapprove of the advice that the 
obstetrician should lead a temperate life 
and avoid alcohol and tobacco. To do no,’ 
harm to the patient and to operate with 
art and not with violence are useful warn- 
ings. He has clocks so placed in his operat- 
ing-room that he can observe seconds reg- 
ularly. His use of the head, mouth and 
nose-pieces with the head stethoscope of his 
devising he also considers important.. By 
this means he can closely watch the beating 
of the fetal heart. He has made it a rule 
after every operative delivery to insert the 
hand into the uterus, palpate the placental 
site, remove adherent placental fragments 
and débris, encircle the lower uterine seg- 
ment three times from right to left and 
three times from left to right to discover a 
slit-like injury, and then performs similar 
palpation of the vagina, vulva, the pubic 
joint, followed by catheterization of the 
bladder; and after all repairs have been, 
made and before the dressing: is complete, 
the finger is passed into the rectum to see if 
the bowel has been injured or if stitches 
have. penetrated the intestine. All opera- 
tive wounds must. be located, recognized, 
and recorded. It is safe he states, with rub- 
ber gloves and thorough antisepsis, to exam- 
ine the cervix in all cases. After operative 
delivery. the child ‘should be thoroughly ex- 
amined. After obstetric operations | the 
obstetrician should review the case in his 
mind and record his impressions on the his- 
tory card, and note in what directions the 
technique could be improved. 

Increasing,.experience leads him to. limit. 
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general anesthesia wherever possible. “When 

sey “ether i is safest given by a special- 
Local anesthesia is valuable and the 

hor has done Cesarean sections with 
novocaine. He adds minute directions for 
an ‘obstetric operation outside a hospital. 

‘In inducing labor he makes frequent use 
of bags, although he illustrates Bossi’s dila- 
tor and states that he has used it after 
‘Bossi’s directions, with the production of 
lacerations. The enlargement of the soft 
‘parts by section, opening the pelvic rim and 
‘preliminary version are all described. 
“A complete extraction by the breech, if 
‘properly executed, is one of the most bril- 
‘Tiant operations, and if the complications 
are successfully mastered without injury to 
the mother or child, it takes rank with the 
technically most difficult of all surgery. In 
this the author unwittingly pays tribute to 
‘our colleague, Potter, of Buffalo. 
_ The author’s operation, individual with 
him, is what he describes as prophylactic 
forceps. He uses the Simpson instrument, 
as adopted by the Vienna school and natur- 
‘ally modified by himself. “His operation is 
based upon the belief that when vaginal 
delivery is possible and indicated, and labor 
delays because of inhibition by physical suf- 
fering, mental depression, or physical weak- 
ness, the head presenting and the condition 
‘of the birth canal being favorable, with 
“engagement of the head, the obstetrician 
tmay proceed under anesthesia to enlarge, if 
necessary, the birth canal, to deliver the 
child with instruments, and then to com- 
pletely close all lacerations. He prepares 
.the patient with morphine and scopolamine 
until perfect spontaneous dilatation of the 
cervix is secured, the head is well down on 
‘the pelvic floor in complete anterior rota- 
‘tion and has begun to pass the levator ani 
pillars.” Under anesthesia the perineum and 
fascia over the levator pillars are incised by 
the author’s medio-lateral episiotomy and, if 
necessary, the child is delivered with for- 
ceps. After the birth of the child pituitrin 
is given, and after the placenta ergot also. 
A smaller dose of morphine and scopola- 
mine is administered to lessen the quantity 
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‘of ether required for repairs. The object 


of this interference with nature is to reduce 
‘the muscular and | nervous strain of the sec- 


‘ond stage of labor, to prevent injury to the 


pelvic floor and fascia and to save the wo- 


man’s blood, and to save the baby’s brain 


from prolonged pressure and congestion. 


‘The author strongly warns the general prac- 


titioner not to attempt this operation, but 


the obstetric specialist, in his “exquisitely” 


equipped maternity, must do something to 


‘reduce the morbidity of the women and the 


mortality and morbidity of the babies; if 
possible, he must improve on faulty nature! 
He believes that many obstetricians have 
applied this principle of treatment without 
giving it a definite name. His methods are 
minutely described and fully illustrated. 

The Kielland forceps may be used by 
specialists only, and, in the experience of 
the author, is not better than the Simpson. 
He recognizes the fact that occasionally an 
experienced obstetrician can succeed in de- 
livery by version when the use of forceps 
fails. 

The classic Cesarean and the late intra- 
peritoneal Cesarean operations are clearly 


‘described and well illustrated, and so are 
‘the mutilating operations upon the child. 


The author varies his selection of Cesarean 
section with the needs of the case, and 
believes there is a definite field for the 
intraperitoneal low section, 

This book presents modern obstetric 
science and art thoroughly, minutely, and 
with abundant illustrations of exceptional 
excellence. The author’s point of view is 
that of the obstetric specialist, and he is an 
idealist and therefore an enthusiast. Those 
who have witnessed his prophylactic for- 
ceps operations describe them as remark- 
ably skilful and finished surgical procedures. 
There can be no question concerning the 
accuracy of his observations and the accu- 
racy of his statements. 

Together his forceps operation and Pot- 
ter’s version stand on similar ground. The 
author studies his cases much more min- 
utely, for, if we are correct, Potter does 
not use a pelvimeter and relies only upon 
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the tactile sense to estimate the comparative 
size of head and pelvis. His practice is 
usually limited to version and Czsarean 
section, but his patients are all in hospital. 
Both of these operations by skilful special- 
ists illustrate what can be done. 

The interesting question before the pro- 
fession is, admitting the possibility of what 
is described, should it be done? There can 
be no question that these operations are 
surgically successful and that they save the 
lives and health of mothers and children. 
Why, then, can there be a question concern- 
ing the advisability of their performance? 
The threadbare objection to all advance in 
obstetric surgery is the statement that pro- 
cedures should not be described which are 
beyond the scope of the general practitioner. 
As he will deliver most cases, he might have 
dire results if he should attempt to imitate 
the specialist. It might be well to consider 
why the general practitioner is supposed to 
deliver difficult and complicated cases of 
confinement. In a civilization essentially 
sordid and selfish, the financial value attend- 
ing upon conditions of human life is the 
paramount argument. The legal value of 
human life is based upon its wage-earning 
capacity. The infant earns nothing and 
costs much. The value of adult life is its 
potential power as a producer or conserver 
of values which can be estimated in dollars 
and cents. 

The resources of modern surgery are 
none too good to preserve the life of the 
woman who has an ovarian tumor or a rup- 
tured ectopic gestation or an appendicitis, 
for her life as a conserver of family interest 
or a possible producer of useful work has a 
definite value; but to go to the expense and 
trouble incidental to a major surgical opera- 
tion for the conservation of an infant with- 
out financial walue and of uncertain possi- 
bilities does not seem to be sound economic 
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practice. Blooded horses and finely bred 
cows and other animals are conserved with 
great care and produced after careful selec- 
tion, but human life in infancy is one of 
the cheapest of commodities. 

It will not be until parturition is consid- 
ered a process, as the author states, requir- 
ing the care given to surgical procedures, 
and until the infant’s life is held to be of 
definite and considerable value, that any 
essential change in the condition of obstet- 
ric practice in this country will develop. 
The Wertheim operation for the removal 
of the cancerous uterus is a finished surg- 
ical operation which gynecologists perform 
with great technical satisfaction, and which 
the general practitioner does not attempt. 
In this operation the cancerous uterus is 
removed and the parts left very skilfully 
repaired. 

In a difficult forceps extraction the author 
proposes to use his best skill in saving in- 
fant’s life and health and the life of the 
mother, and he performs an operation suc- 
cessful and technically well-nigh perfect; 
but, for the protection of the public, warns 
the general practitioner—and wisely—not to 
attempt it, and yet few graduates of medi- 
cine would hesitate to attempt a forceps 
delivery even under unfavorable circum- 
stances. 

The multiplication of good roads and 
motor cars make it possible now in many 
portions of our country to transfer a patient 
to hospital without the danger of uterine 
rupture which the author fears. 

The author’s voice is that of one crying 
in the wilderness in his plea for ideal obstet- 
ric practice. In his “exquisite maternity” 
he lives and works under conditions closely 
approaching a professional ideal. Long 
may he continue to benefit humanity and 
enrich obstetric science amid these fortu- 
nate surroundings. 
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Clinical Results with Scarlet Fever Streptococcus 
Antitoxin (Globulin) Combining Both Anti- 
toxic and Antibacterial Properties 


BY N. S. FERRY, M.D. 
Medical Research Laboratories, Parke, Davis & Co. 


AND 


B. B. BERNBAUM, M.D., and H. C. CRISSMAN, M.D. 
Chief Consultant and Resident Physician, respectively, Herman Kiefer Hospital, Detroit, Michigan 


While it has been recognized for many 
years that a streptococcus invariably in- 
habits the nasopharynx of all cases of scar- 
let fever during some stage of the disease, 
and, more recently, that this streptococcus 
is of the hemolytic variety, it was not until 
the work of Tunnicliff,) Bliss,2 Dochez,’ 
Gordan,* the Dicks,® Zingher,® and others 
was brought to our attention that the ques- 
tion of the etiological relationship of this 
organism to the disease began to assume a 
more favorable aspect. 

Tunnicliff, Bliss, Dochez and Gordan 
stimulated a more intensive study of the 
disease by showing that the strains isolated 
from scarlet fever were more or less spe- 
cific, using the results of the agglutination 
and absorption tests as a basis for their 
assumption. 

The Dicks brought out the fact that the 
Streptococcus scarlatine produced a toxin 
which would give a skin reaction in sus- 
ceptible individuals, and when injected sub- 
cutaneously in suitable doses would stim- 
ulate an immunity to this reaction. In 
larger doses this same toxin induced symp- 
toms of scarlet fever, and when injected 
into horses produced an antitoxic serum 
for which favorable results have been 
claimed. 

Previously Dochez, by means of a special 
method of injecting the live organisms into 
the horse, produced an antitoxic serum 
which, according to Blake, gave encour- 
aging results in some extremely severe 
cases, 

It is of more than passing interest at this 
time, considering the results produced by 


the Dicks and others with the toxin from 
this streptococcus, to reflect upon the points 
brought out by Gabritschewsky,’ who was 
one of the first to seriously study this 
disease from an experimental standpoint. 
In 1906 he called our attention to the rela- 
tionship of the streptococcus to scarlet 
fever from an etiological standpoint and at 
that time claimed favorable results follow- 
ing the prophylactic use of a vaccine com- 
posed of this streptococcus. The most im- 
portant points brought out by him, how- 
ever, were those bearing on the results of 
injecting his vaccine, prepared from heavy 
broth cultures, into susceptible individuals. 
He states that in some instances the vac- 
cine produced an exanthem indistinguish- 
able from that of scarlet fever and a con- 
dition, also, simulating tonsillitis accom- 
panied by the typical raspberry tongue. 
Nausea and vomiting were seen in some 
cases. As a result of these conditions, 
which he believed were explained by the 
“toxin influence,” he was of the opinion 
that it was a proof of the specific etiological 
nature of the streptococcus in question. 

In a paper soon to be published® tke 
author, together with R. W. Pryer and L. 
W. Fisher, discusses the preparation and 
clinical results of a serum prepared from 
the Streptococcus scarlatine but differing 
from previously described sera in that it 
was prepared in such a manner as to possess 
both antibacterial and antitoxic properties 
by injecting horses with live virulent organ- 
isms as well as toxic filtrates. This method 
of preparation is based on the assumption 
that the symptoms of scarlet fever are the 
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result-of the invasive as well as the toxic 
properties of the organism, and that while 
an antitoxic serum would neutralize the 
toxin a serum possessing both properties 
would be of decidedly more advantage. 

A recent article of Williams,® based on 

the experiments of various workers of the 
Bureau of Laboratories of the New York 
City Health Department, would seem to 
bear out this idea. She states as follows: 
“In, this connection it is interesting and sig- 
nificant to report on our comparative re- 
sults in protection in mice against the living 
culture with serum from horses inoculated 
with the toxic filtrates and from those in- 
oculated with the whole cultures of these 
streptococci from scarlet fever. Our whole 
culture streptococcus serum affords marked 
protection in mice against all of our strains 
protected by our Type I rabbit serum, 
while our toxic filtrate horse serums which 
are yielding a serum having a high neutral- 
izing value, do not yet protect at all.” She 
believes that the experiments “suggest that 
the serum stimulated by the inoculation of 
the toxic filtrates alone may not be so effec- 
tive a curative agent as one stimulated by 
the simultaneous inoculations of toxic fil- 
trates and whole cultures of the strepto- 
cocci.” 
__The serum containing both antibacterial 
and dntitoxic properties previously de- 
scribed by the author was concentrated by 
the usual globulin method and found to 
neutralize twenty thousand skin-test doses 
per cc of the toxin as well as to produce the 
Schultz-Charlton rash fading test.* The 
clinical results with this globulin are in- 
cluded in the present report. 

Twenty-five of the severest cases in the 


*Globulins from later bleedings of the same horses 
‘have been found to neutralize 30,000 skin-test doses of 
the control toxin.. According to the latest article of the 
Dicks, “Therapeutic Results with Concentrated Scarlet 
Fever Antitoxin” (J. A. M. A., 1925, vol. 84, No. 11, 
page. 803), they consider a therapeutic dose of concen- 
trated serum as that amount of serum which will neu- 
tralize 20,000 skin-test doses of the toxin. A concen- 
trated. serum, therefore, which will neutralize 30,000 
skin-test doses of the toxin per cc, as reported above, 
‘should very advantageously be used in 5-cc doses. This 
will natyrally cut down the number of cases and severity 
of urticarial rashes and minimize the pain due to the 
injections. ‘'* ' 
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scarlet fever wards of Herman Kiefer Hos- 
pital, Detroit, were given from ten to 
twenty cubic centimeters of the globulin 
intramuscularly into the buttocks as soon 
after admission as possible. Out of this 
series of twenty-five cases one death was 
reported. This patient, who had received 
thirty cubic certimeters of convalescent 
serum and an equal amount of the globulin, 
was in convulsions when admitted and had 
to be confined in a strait-jacket. Death 
was due to pneumonia. Seven of the cases 
suffered more or less from urticarial rashes. 
One case had a severe attack of the urticaria 
extending up the back from site of inocu- 
lation. Six of the cases had adenitis. Five 
had ear complications and two suffered 
slightly with arthritis. The majority of the 
cases gave histories of no complications 
with rapid recovery. 

A comparison of these cases with those 
treated the past two years in the same 
wards with convalescent scarlet fever serum 
speaks very favorably for the antitoxin. 
As far as the writers could judge, without 
going into detail in this paper, the results 
with the antitoxin are equal to those with 
convalescent serum. 

We are indebted to the Detroit Depart- 
ment of Health for furnishing the histories 
of these cases. 


CASE HISTORIES. 


Case 12464. Admitted 1-16-25. Age 10. Light 
rash. Very sore throat. Temperature 101°, 
pulse 120. 

1-17-25—Temp. 102°, pulse 140. Received 20 ce 
globulin, 

1-18-25—Temp. 99°, pulse 120. . 

1-19-25—Temp. 99°, pulse 120. 

1-20-25—Temp. 98.6°, pulse 90. 

Discharged 30 days, due to incomplete desqua- 
mation. No complications. No urticaria. 


Case 12469. Admitted 1-16-25. Age14. Heavy 
rash. Very febrile. Temperature 102°, pulse 
104. 

1-17-25—Temp. 103°, pulse 155. Received 20 ce 
globulin. 

1-18-25—Temp. 99.5°, pulse 100. 

1-19-25—Temp. 99.6°, pulse: 100. 

1-20-25—Temp. 98.4°, pulse 80. 

Discharged 31 days, due to incomplete desqua- 
mation. Arthritis on seventh day. No urti- 
carial rash. 
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Case 12473. Admitted 1-17-25. Age 8. Promi- 
nent rash and very toxic. 10 cc globulin given 
at once. Temperature 100.5°, pulse 130. 

1-18-25—Temp. 100°, pulse 120. 

1-19-25—Temp. 99.5°, pulse 110. 

1-20-25—Temp. 98.4°, pulse 100. 

No complications. No urticarial rash. Rash 
faded on third day. 


} 
= 
t 


See eS SSS SSS 8 8 ee eee 
t ' } 
i 
1 ™ 





Pali yes! 
+ 


t 4 
i a) a 
$2, 





























Case 12478. Admitted 
Good rash, extremely toxic. 
pulse 130. 

1-19-25—Temp. 103.5°, pulse 130. 
ulin. 

1-20-25—Temp. 101°, pulse 134. 

1-21-25—Temp. 99°, pulse 110. 

1-22-25—Temp. 98.6°, pulse 110. 

While the toxic symptom disappeared rapidly 
the secondary infection began to appear on the 
twelfth day and resulted in double cervical ade- 
nitis, left paracentesis, right otitis media. No 
urticaria. 


Case 12485. Admitted 1-19-25. 
rash. Acutely ill. Temperature 
148. 20 cc globulin. 

1-20-25—Temp. 101°, pulse 130. 

1-21-25—Temp. 99.4°, pulse 120. 

1-22-25—Temp. 98.6°, pulse 100. 

No complications. Rash faded on fourth day. 


1-18-25. Age 15. 
Temperature 103.5°, 


10 ce glob- 


Age 14. Heavy 
104.8°, pulse 


Slight arthritis on thirteenth day. No urticaria. 


Admitted 
Temperature 102°, pulse 130. Very heavy rash. 


Case 12496. 1-21-25. 
Bemnely sore throat. 20 cc globulin. 
1-22-25—Temp. 99.2", pulse 110. 


Age 21. 


1-23-25—Temp. 99°, pulse 100. 

1-24-25—Temp. 98.6°, pulse 90. 

No complications. No urticaria. 
provement. 

Case 12528. Admitted 1-26-25. Age12. Heavy 
rash, Temperature 103°, pulse 120. 

1-27-25—Temp. 103°, pulse 130. 20 ce globulin. 

1-28-25—Temp. 101°, pulse 120. 


Rapid im- 
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1-29-25—Temp. 99.5°, pulse 100. 
1-30-25—Temp. 98.4°, pulse 85. 


Case 12533. Admitted 1-26-25. Age 4. Good 
rash. Very toxic and febrile. Temperature 103°, 
pulse 120. 

1-27-25—Temp. 105°, pulse 140. 20 ce globulin. 

1-28-25—Temp. 102°, pulse 130. 

1-29-25—Temp. 100°, pulse 130. 

1-30-25—Temp. 99°, pulse 110. 

Severe cold on twenty-fifth day, followed by 
otitis media and discharging ear. 


Case 12538. Admitted 1-28-25. Age 9. Tem- 
perature 102°, pulse 120. Medium rash. Acutely 
ill. 

1-29-25—Temp. 104°, pulse 110. 

1-30-25—Temp. 104°, pulse 150. 20 ce globulin. 

1-31-25—Temp. 102°, pulse 120. 

2-1-25—Temp. 100°, pulse 120. 

Paracentesis. Rapid recovery, except for dis- 
charging ear. 


Case 12573. Admitted 2-4-25. Age 35. Tem- 


perature 102°, 

Arthritis. 
2-5-25—Temp. 101°, pulse 95. 
2-6-25—Temp. 102.5°, pulse 120. 20 ce globulin 


pulse 120. Heavy rash.. Very ill. 
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2-7-25—Temp. 100°, pulse 100. 

2-8-25—Temp. 99°, pulse 90. 

Rash faded two days after serum injection. 
Rapid recovery. Urticaria on fourteenth and 
eighteenth day. 


Case 12575. Admitted 2-4-25. Age 29. Tem- 
perature 102°, pulse 120. Quite ill. Prominent 
rash. 20 cc globulin. 

2-5-25—Temp. 100°, pulse 110. 

2-6-25—Temp. 99°, pulse 80. 

2-7-25—Temp. 98.4°, pulse 80. 

Rapid recovery. No complications. 
caria. 


Case 12587. Admitted 2-6-25. Age 35. Good 
rash. Acutely ill. Temperature 102°, pulse 120. 

2-7-25—Temp. 102°, pulse 120. 20 cc globulin. 

2-8-25—Temp. 99°, pulse 90. 

2-9-25—Temp. 98.4°, pulse 85. 

Rapid recovery. No complications. 
caria. 


No urti- 


No urti- 


Case 12590. Admitted 2-7-25. Age 4. Heavy 
rash. Very ill. Temperature 101°, pulse 120. 

2-8-25—Temp. 103°, pulse 150. 20 cc globulin. 

2-9-25—Temp. 101°, pulse 100. 

2-10-25—Temp. 98.6°, pulse 90. 

Rapid recovery. No complications. 
caria. 

Case 12603. Admitted 2-8-25. Age 7. Heavy 
rash. Very ill. Severe throat. Temperature 
103°, pulse 130. 20 cc globulin. 

2-9-25—Temp. 102°, pulse 80. 


No urti- 


2-10-25—Temp. 99°, pulse 90. 
2-11-25—Temp. 98°, pulse 99.5. 
Slight urticaria on fifth and ninth day. Rapid 


recovery. 


Case 12604. Admitted 2-8-25. Age 6. Tem- 


perature 100°, 
paracentesis. 
2-9-25—Temp. 101°, pulse 120. 
2-10-25—Temp. 102°, pulse 130. 20 cc globulin. 
2-11-25—Temp. 100°, pulse 120. 
2-12-25—Temp. 99°, pulse 120. 
Temperature remained up due to ear compli- 
cations. 


Case 12612. Admitted 2-9-25. Age. 11. 
rash, toxic. Double cervical adenitis. 
ill. Temperature 101°, pulse 130. 

2-10-25—Temp. 102°, pulse 120. 20 ce globulin. 

2-11-25—Temp. 99°, pulse 90. 

2-12-25—Temp. 98.6°, pulse 90. 

Rapid recovery. No complications. 


pulse 120. Heavy rash. Left 
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Case 12619. Admitted 2-10-25. Age 23. Tem- 
perature 100.5°, pulse 90. Prominent rash. 
Toxic. 

2-11-25—Temp. 102°, pulse 120. 20 cc globulin. 

2-12-25—Temp. 100°, pulse 95. 

2-13-25—Temp. 99°, pulse 85. 

2-14-25—Temp. 98.4°, pulse 80. 

Urticaria on tenth day. Rapid recovery. No 
complications. 


Case 12626. Admitted 2-11-25. Age 6. Tem 
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perature 103°, pulse 110. Prominent rash. perature 102°, pulse 130. Heavy rash. Toxic 


Toxic case. 20 cc globulin, case. 
2-12-25—Temp. 102°, pulse 90. 2-15-25—Temp. 102°, pulse 125. 20 cc globulin. 
2-13-25—Temp. 99.5°, pulse 120. 2-16-25—Temp. 100°, pulse 100. 
2-14-25—Temp. 98.4°, pulse 100. 2-17-25—Temp. 100°, pulse 100. 
No complications. Rapid recovery. No urti- 2-18-25—Temp. 98.8°, pulse 100. 






caria. Urticaria on ninth day. No complications. 
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Case 12630. Admitted 2-12-25. Age3. Heavy Case 12653. Admitted 2-16-25. Age 7. Tem- 


rash. Very ill. Temperature 104°, pulse 100. perature 103.5°, pulse 140. Heavy rash. Very 
2-13-25—Temp. 104°, pulse 120. 20 cc globulin, red. Double cervical adenitis. 20 cc globulin. 
2-14-25—Temp. 100°, pulse 103. 2-17-25—Temp. 100°, pulse 120. 
2-15-25—Temp. 100°, pulse 100. 2-18-25—Temp. 98.6", pulse 90. 
2-16-25—Temp. 100°, pulse 95. 2-19-25—Temp. 98.6", pulse 90. _ Stat 
2-17-25—Temp. 98.4°, pulse 90. Rapid recovery. No complications. No urti- 


Paracentesis. Rapid recovery. No urticaria. #1. 


: Case 12656. Admitted 2-16-25. Age 5. Tem- 
Case 12638. Admitted 2-12-25. Age 20. Good perature 101.5°, pulse 110. Prominent rash. 
rash. Very sore throat. Temperature 102°, 


I Toxic case. 
pulse 85. 10 cc globulin, 2-17-25—Temp. 102.4°, pulse 130. 20 cc globulin. 
2-13-25—Temp. 101°, pulse 80. 2-18-25—Temp. 101°, pulse 110. 
2-14-25—Temp. 98.8°, pulse 80. 2-19-25—Temp. 98.6°, pulse 100. 


2-15-25—Temp. 98.6°, pulse 75. Cervical adenitis on fourteenth day. No urti- 
Rapid recovery. No complications. caria. No complications. 
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Case 12642. Admitted 2-14-25. Age27. Heavy BIBLIOGRAPHY, 
rash. Toxic case. Temperature 103°, pulse 110. 1. Tunnicliff Ruth: The. Specific: Nature of 
O45 os. ° Hemolytic Streptococcus of Scarlet Fever. J. A. 
ee er M. A., 74:1396 (May 15), 1920. 
2-17-25—Tem» 98 jenn ‘lL 70 2. Bliss, W. P.: A Biological Study of Hemo- 
No com hicans reg a 19 ieatlc Mend lytic Streptococci from Throats of Patients Suf- 
covery, Ps NO UFHcaria. Rapid re- fering from Scarlet Fever. Bull. Johns Hopkins 


Hsspital, 31:173 (May), 1920. 
Case 12643. Admitted 2-14-25. Age 12. Tem- 3. Dochez, A. R, and Sherman, Lillian: 
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Fate of the Hexamethylenamine in the 
Body and its Bearing on Sys- 
temic Antisepsis. 

In the Archives of Internal Medicine for 
October, 1924, De Eps details, in extenso, 
the results which he has obtained and indi- 
cates briefly their bearing on systemic an- 
tisepsis from hexamethylenamine. Studies 
of the urinary excretion showed that from 
15 to 68 per cent of the drug remained unac- 
counted for, indicating a marked loss of the 
drug in its passage through the body and 
agreeing with reports of other investigators. 
A part of this loss was accounted for by 
hydrolysis or decomposition of the drug in 
the alimentary tract (chiefly in the stom- 
ach). It appeared that decomposition in the 
tissues might account for the remainder. 
Tests of this were made, using direct and 
indirect evidence in vitro and in vivo. It 
was found that slight liberation of formal- 
dehyde from the drug occurred in alkaline 
serum protein mixtures im vitro, the libera- 
tion being considerable in acid mixtures as 
would be expected. However, when blood 
was rendered defintely acid by asphyxia in 
animals (until death) injected with large 
doses of the drug, no increases in the pro- 
duction of decomposition or hydrolysis 
(ammonia, indicated by urea nitrogen, and 
formic acid) of hexamethylenamine were 
demonstrable. Small quantities of one of 
these products, namely, formic acid, were 
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demonstrable in the urine of two healthy 
subjects receiving small doses of hexa- 
methylenamine. This was probably due to 
the longer time allowed for collection of the 
formate in the excretion experiments than 
was allowed in the acute experiments on 
animals, in whose bloods the concentrations 
of the formic acid probably were too low 
for estimation. It appears, therefore, that 
formaldehyde, as precursor of formic acid, 
is liberated in the tissues. However, the 
concentration at any given moment is much 
too low for antisepsis, amounting to about 
1:500,000 at best, in a subject receiving 2.5 
gm. of hexamethylenamine, or in other 
words, about one-twentieth of the concen- 
tration (1:25,000 or thereabouts) necessary 
for antisepsis. With higher doses the con- 
centration might be higher, but at any given 
moment and during the time of liberation 
the concentration would be much less than 
the highest estimated from the results in 
this paper. From all this it follows that the 
alleged beneficial effects from hexamethyl- 
enamine systematically in various infectious 
diseases cannot be explained on the presence 
of adequate liberation of formaldehyde in 
the circulation and tissues. 

Taking the results of his study as a whole, 
two deductions appear justified. First, the 
incomplete and variable urinary excretion 
of hexamethylenamine, after administration 
by mouth, is accounted for by loss of the 
drug, that is, by hydrolysis or decomposi- 
tion, in the alimentary tract, largely by vir- 
tue of gastric acidity, which is variable. The 
formaldehyde liberated in the stomach is not 
absorbed, as is well known. The decompo- 
sition of the drug in the tissues, as indi- 
cated by the excretion of formic acid, is 
very small, and accounts for only a very 
small fraction of the loss. Secondly, there 
is no good basis for the use of hexamethyl- 
enamine, orally or intravenously, as a sys- 
temic antiseptic in various infectious dis- 
eases and localized infections. Here again 
the excreted formic acid is too small in 
amount to account for the alleged benefits 
on the basis of the very low concentration 
of formaldehyde that might be liberated as 
an intermediary product to or precursor of 
the formic acid. 

















THE TREATMENT OF POSTOP- 
ERATIVE AND INFECTIOUS 
TYMPANITES. 


There are few conditions which cause so 
much anxiety to the operating surgeon as 
tympanites complicating convalescence from 
a surgical operation, particularly when the 
operation has been abdominal. This state- 
ment also holds true in regard to physicians 
who chance to be treating patients suffering 
from various acute infections, notably 
pneumonia and typhoid fever. 

The underlying conditions probably vary 
materially in these types of cases. In the 
surgical cases they are apparently due to 
some local or general nervous disturbance 
whereby peristalsis is arrested either as a 
result of trauma or possibly because of 
the influence of the anesthetic. In the 
medical cases tympanites is feared because 
it is indicative as a rule of profound toxemia 
and, therefore, causes anxiety entirely apart 
from the distention which produces undue 
pressure upon the diaphragm and upon the 
abdominal organs as well as those in the 
lower portions of the chest. 

In one sense the surgical condition ought 
to be more readily remedied than that which 
is met with in the acute infections, because 
in the latter, as a rule, a notable degenera- 
tive change has taken place in the intestinal 
muscularis, whereas in the surgical cases 
little time has elapsed in which such path- 
ology may arise. 

We think it a correct statement that one 
of the reasons why this condition fills the 
practitioner’s mind with dread is that up to 
the present time no very satisfactory 
method of giving relief has been discovered. 
In all cases it is the duty of the physician 
to be always on guard against any tendency 
to the development of tympanites, and at 
the earliest manifestation of this symptom 
to get after it before the intestine suffers 
from paralytic distention. The desired re- 
sult is often achieved by the use of rectal 
injections, by the application of turpentine 
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stupes, and other forms of counter-irrita- 
tion to the abdominal surface. Six to eight 
ounces of an emulsion of asafetida, which 
may be fortified by one or two drachms 
of spirit of ether, is often most efficient in 
causing the expulsion of gas, but almost 
every practitioner has some _ favorite 
formula which he employs for this pur- 
pose, as, for example, one-half to one ounce 
of glycerin and one-half to one ounce of 
magnesium sulphate with water to make 
one pint. 

These remedial measures often prove ad- 
vantageous in the early stages of tympa- 
nites. In the grave cases, however, they 
generally fail. Some surgeons have found 
that they get the best results from the 
rectal injection of a tablespoonful of pow- 
dered alum in a quart of water. Others 
resort to the hypodermic injection into the 
abdominal wall, or elsewhere, of pituitrin, 
and for many years eserine, the active prin- 
ciple of calabar bean, has been recom- 
mended as a remedy of more or less value. 

We confess that from our own experience 
we would gather that eserine is not very 
efficient. It is a powerful depressant, and 
however advantageous it may be from the 
standpoint of starting peristalsis, it is not 
to be forgotten that it exercises an equal 
or more powerful action upon other por- 
tions of the body. Indeed we have seen 
instances in which its injection was fol- 
lowed by manifestations of marked col- 
lapse. 

Perhaps we are going too far when the 
writer of this editorial states that he has 
never seen a case of marked tympanites 
relieved by this drug; possibly because it 
has been resorted to too late. 

We are led to make these remarks be- 
cause of a paper which has been recently 
published in the Johns Hopkins Hospital 
Bulletin by Martzloff, who deals with the 
use of eserine and strychnine in postopera- 
tive abdominal distention following gyneco- 
logical procedures. He well points out that 
to use a combination of eserine and strych- 
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nine is scarcely rational, and still less ra- 
tional is the combination of eserine and 
atropine. 

After reviewing some of the experi- 
mental work which has been done upon 
animals he reports upon a total of 162 
cases, all of which had been subjected to 
major abdominal operations under ether 
anesthesia. The dose of eserine salicylate 
administered was 1/100 of a grain and of 
strychnine sulphate 1/40 grain, which was 
given hypodermically to each alternate pa- 
tient immediately upon being returned to 
the ward after operation, and every four 
hours thereafter for eight days. The post- 
operative treatment otherwise was the same. 
The cases were operated upon by six dif- 
ferent surgeons all trained in the one clinic, 
and therefore following procedures prac- 
tically identical. Careful observations were 
made of the condition of the patients at 
short intervals, and the study divides the 
patients into groups according to the 
pathological condition for which operation 
was demanded. Incidentally they found 
that the contact of gauze with the peritoneal 
coat of the intestine did not produce a 
marked tendency to postoperative disten- 
tion, although Martzloff believes that 
trauma to the serous surfaces should as far 
as possible be scrupulously avoided. 

As to the time at which postoperative 
distention most frequently occurred, they 
found that in 72 per cent of patients, that 
did not receive the treatment we have men- 
tioned, it occurred between the sixteenth and 
twenty-fourth hours, whereas during the 
same period only 47 per cent of the treated 
patients became distended. Vomiting dur- 
ing the first four hours after operation oc- 
curred in 74 per cent of the untreated and 
in 59 per cent of the treated individuals. 

In cases where the blood-pressure was 
low they injected 10 minims of 1:1000 
adrenalin chloride solution and obtained a 
prompt response within a minute and a half 
to two minutes, reaching a maximum effect 
in four minutes, but lasting for a very brief 
interval, the whole reaction covering a 
period of from twelve to fourteen minutes. 
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Another point of interest was that vol- 
untary micturition occurred within twenty- 
four hours after operation in 59.4 per cent 
of treated patients and in 69.3 per cent of 
those who were not treated; but no definite 
relationship between postoperative disten- 
tion, vomiting, and delayed micturition is 
found between the two classes. They did 
not find that the eserine and strychnine pro- 
duced any material effect upon blood-pres- 
sure, but they did find that there was some 
difference in the incidence of tympanites 
according to whether the anesthetic was 
skilfully given or not. 

Although at first sight it would appear 
from the statistical results that the eserine 
and strychnine treatment is advantageous, 
nevertheless Martzloff reaches the conclu- 
sion that he thinks he has been unable 
to demonstrate any benefits which can be 
ascribed to this plan of procedure, and so 
firmly is he of this opinion that he states 
that the use of eserine and strychnine has 
been abandoned in the gynecological ser- 
vice of the Johns Hopkins Hospital. 

We are sorry that this very excellent 
research was not carried far enough for- 
ward to cover the therapeutic employment 
of pituitrin for tympanites, which we gather 
is the most popular remedy for tympanites 
to-day. 





THE TREATMENT OF SHOCK 
WITH INSULIN AND 
GLUCOSE. 





Beyond the fact that we know at least in 
one stage of shock there is great relaxation 
of the vascular tree, and in spite of the fact 
that the world war gave an extraordinary 
opportunity of studying its pathology and 
determining the best method of its treat- 
ment, we are still in the dark as to at least 
some of the factors involved in this dis- 
tressing and often fatal condition. 

The introduction of insulin, with its 
ability to call into service stored glycogen 
in the muscles or the liver, has led some 
experimenters and clinicians to use it in 
shock, the primary thought being that some 



























disorder of the function of the suprarenal 
bodies may be responsible for the condition 
under discussion. 

Insulin with glucose injections have been 
used, of course, with extraordinary success 
in the treatment of threatened or well- 
developed diabetic coma. In both shock 
and diabetic toxemia the patient has col- 
lapse, but beyond this there seems to be 
little in common in the two conditions, since 
in diabetes so-called acidosis is practically 
always present if toxemia is to be combated, 
and this is by no means a constant condi- 
tion in shock. 

It would seem to be fairly clear that one 
of the reasons why glucose freely given in 
shock, as advised by Bayliss, has not pro- 
duced the desired results is that it does not 
present the transudation of the blood fluids 
into the tissues. Again, relatively recent 
investigations have indicated that glucose 
may fail to do good because of the inability 
of the body to utilize it with sufficient 
promptness to be of value. This, of course, 
is the reason for adding insulin to the treat- 
ment. 

Our readers will recall that in the THERa- 
PEUTIC GAZETTE for August we published 
an interesting paper by Cathcart bearing 
upon the necessity of employing glucose 
which is suitable for intravenous use. 

More recently Fisher and Snell have 
strongly recommended the use of chemi- 
cally pure glucose in 10-per-cent strength, 
giving intravenously from 500 to 1000 cc, 
depending on the gravity of the case. These 
injections should be made so slowly as to 
take at least one hour, and the amount of 
insulin to be employed depends on the 
amount of glucose injected. They recom- 
mend for every three grammes of glucose 
one unit of U 20 of insulin should be used, 
and if H 20 insulin is employed one unit 
for every two grammes. The amount of 
insulin should be divided into equal parts, 
one five minutes after the beginning of the 
injection and the other half at the end of its 
employment. They further point out that 
as long as glucose appears in the urine, one 
need not fear an insulin reaction, since this 
shows that there is more glucose in the 
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blood stream than can be taken care of by 
the new glandular extract. 

Of course we have known for many years 
that hyperglycemia, unless the renal thresh- 
old is raised by some pathological condition 
in the kidney, results in increased diuresis, 
which in turn abstracts liquids from the tis- 
sues, a condition undesirable in shock. This 
diuresis is in part compensated for by the 
fluid in which the glucose is dissolved, but 
if profuse can be met by hypodermoclysis 
or by the Murphy drip. The insulin is given 
subcutaneously, although the glucose is 
given by the vein. 





IODINE IN GOITRE. 





Now and again the general practitioner 
notes with pleasure that an original inves- 
tigator has seen fit to publish a paper in 
which the practical bearing of his investiga- 
tions, and those made by others, are sum- 
marized and condensed. Such a contribu- 
tion has recently been made to “Endocrin- 
ology” by no less a person than Boothby, 
who reminds us that Kocher in 1904 was 
impressed with the importance of there 
being a sufficient amount of iodine taken 
into the body to prevent the development 
of the above named malady, and again he 
reminds us that Roger discovered the value 
of the ashes of sponge and seaweed as long 
ago as the twelfth century. 

When Kocher wrote his paper in 1904, 
in which he dealt with the different forms 
of goitre, he stated that the type which got 
the greatest benefit from the use of iodine 
was that in which the condition consisted of 
a diffuse vascular colloid goitre, such as is 
seen in children and adolescents, and he 
recognized that some of the soft colloid 
or nodular types did not do so well as a 
class. Again it was recognized by him that 
the hard, “meaty,” definitely encapsulated 
type decreased but little and very often 
showed definite symptoms of hyperthyroid- 
ism if iodine was administered. Because 
this latter type is the most frequent in 
Switzerland, Kocher warned against the 
indiscriminate use of iodine in enlargement 
of the thyroid, and this decision on his part 
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was to a large extent responsible for the 
universal idea prevalent until two or three 
years ago that iodine was contraindicated 
in exophthalmic goitre, or to speak more 
correctly, in all cases in which evidences of 
hyperthyroidism were manifested. We 
now know, of course, that iodine does won- 
ders in exophthalmic goitre, and may be 
said to be absolutely contraindicated in 
adenomatous goitre with or without evi- 
dence of hyperthyroidism. 

As our readers know, Marine long since 
proved that as a prophylactic against true 
goitre, minute quantities of iodine admin- 
istered over a considerable period of time 
are most efficient. 

The writer of this editorial note well 
remembers the communication made by 
Plummer to the Association of American 
Physicians in 1923, in which he showed that 
moderate doses of iodine not only greatly 
improved the symptoms of patients with 
exophthalmic goitre but remarkably re- 
duced the basal metabolic rate, and where 
the manifestations of hyperthyroidism, 
cerebral, cardiac, or gastrointestinal, seemed 
to threaten life, the iodine proved as spe- 
cific a remedy as antitoxin does in diph- 
theria. Indeed, as Boothby points out, the 
most striking and definite effects are ob- 
tained in the most severe cases, the mori- 
bund patient becoming wonderfully im- 
proved in the brief space of twenty-four 
hours. Iodine, therefore, for excessive 
hyperthyroidism may be considered the 
equal of insulin in diabetic coma. 

As already emphasized, it is of vital im- 
portance that the physician differentiates 
between exophthalmic goitre, which is 
benefited by iodine, and adenomatous goitre, 
in which iodine often induces hyperthyroid- 
ism, and in adenomatous goitre already 
manifesting hyperthyroidism, since in these 
two last conditions the drug may prove 
almost as harmful as it is beneficial in the 
first. 

Some months ago we pointed out that in 
general terms true exophthalmic goitre is 
a malady developing as a rule between fif- 

teen and thirty-five, whereas the adenoma- 
tous goitre develops in later years, or the 
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history is that what appeared to be a sim- 
ple goitre for many years, as middle life 
is reached, becomes adenomatous with the 
development of the symptoms of hyper- 
thyroidism. 

Boothby quotes the following words as 
indicating our present knowledge in regard 
to these different conditions: “Exophthal- 
mic goitre is a constitutional disease ap- 
parently due to an excessive, probably an 
abnormal secretion of an enlarged thyroid 
gland showing pathologically diffuse par- 
enchymatous hypertrophy and hyperplasia. 
It is characterized by an increased basal 
metabolic rate with the resulting secondary 
manifestations, with a peculiar nervous 
syndrome and, usually, exopththalmos, with 
a tendency to gastrointestinal crises of 
vomiting and diarrhea. The cause of the 
altered pathology and activity of the thyroid 
gland is not known.” 

In the employment of the iodine treat- 
ment any preparation of iodine may be used, 
but the preference seems to be for Lugol’s 
solution in the dose of five or ten minims 
once or twice a day. If the symptoms are 
very severe, Boothby states that as much as 
one hundred minims may be given for the 
first day or two. In its place some of the 
special preparations containing a known 
amount of iodine may be utilized. 

We still need additional information as 
to how long iodine may be safely adminis- 
tered in true exophthalmic goitre. Some 
cases are reported in which Lugol’s solu- 
tion has been used over many weeks with a 
gradual decrease in the size of the goitre as 
well as in the general symptoms. On the 
other hand, it appears to be increasingly 
evident that the drug cannot be adminis- 
tered carelessly, and although Boothby re- 
ports cases in which iodine has been used 
over long periods, he concludes his article 
by stating that, with few exceptions, it is 
only a temporary therapeutic measure to be 
employed in the severe types of exophthal- 
mic goitre in order to bring the patient into 
a safe condition for a partial thyroidectomy. 

If after an operation an acute postopera- 
tive exophthalmic goitre crisis develops, 
iodine will often save life. 




















PITUITRIN AND DIURESIS. 

Ever since the posterior lobe of the pitu- 
itary has been employed as a therapeutic 
agent, those who have used it have come to 
the conclusion that while it is a most re- 
markable substance when employed as an 
oxytocic, we still have much to learn con- 
cerning its influence upon other functions 
of the body. One of the contradictory 
things in connection with it has been that 
it has been used successfully to induce 
diuresis in threatened suppression of the 
urine following surgical procedures, or in- 
strumental treatment of the genito-urinary 
tract; and yet it is, by long odds, the most 
powerful remedy that we have in combating 
diabetes insipidus in which the flow of urine 
takes place in extraordinary quantities. 

Some light is thrown upon the action of 
the drug almost every month by pharmaco- 
logical investigation. Recently Smith and 
McClosky have carried out a series of ex- 
periments on animals, and as a result be- 
lieve that the dominant action of this gland- 
ular extract on renal secretion is not diuretic 
but antidiuretic, although they do not seem 
to be sure of the manner in which this 
influence is exercised. 

Perhaps the general explanation of the 
contradictory effects which have been met 
with in the laboratory and at the bedside 
is the discovery that pituitary exercises a 
different effect upon man and animals if 
the subject is under the influence of an 
anesthetic, and doubt not that this 
explanation holds good in the case of many 
other investigations in which contradictory 
results are achieved. Smith and McClosky 
have no explanation to offer for the differ- 
ence in the reaction of the kidney when not 
under the influence of an anesthetic from 
the effect produced when an anesthetic is 
employed. They quote Molitor and Pick 
to the effect that pituitary exercises a regu- 
latory function upon water depots and that 
its antidiuretic action is not due to an effect 
on the kidney, but is extra-renal. This ex- 
planation, perhaps, solves the difference be- 
tween the effects with an anesthetic and 
without it, in that the tissues of the anesthe- 


we 
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tized animal have lost the power of holding 
water. The period during which an increase 
in the urinary flow takes place when the 
drug is given in association with anesthesia 
is brief, lasting only about half an hour, 
and is often preceded by a very short period 
of urinary suppression. When pituitrin is 
employed to control diabetes insipidus, the 
diminution in urinary flow extends over a 
much longer period. 





THE TREATMENT OF CARDIO- 
VASCULAR SYPHILIS. 





We think it is pretty well established that 
different strains, or breeds, of the specific 
organism which causes syphilis have a spe- 
cial affinity for certain tissues according to 
the part in which they have grown most 
favorably in a previous patient. In some 
instances the mucous membranes and skin 
suffer chiefly, and the nervous system 
escapes even if the patient lives to a good 
old age. In other instances the ordinary 
secondary symptoms are largely in abey- 
ance, but many years later symptoms in- 
volving the brain or spinal cord arise, and 
in still other instances the cardiovascular 
system receives the full brunt of the infec- 
tion, producing aortitis, or aneurism, in one 
series of cases, and myocardial degenera- 
tion in another series, and, according to our 
experience, it not infrequently happens that 
the myocardial degeneration is relatively 
slight in the presence of aortitis and that the 
reverse of this statement holds true. 

Ehrlich was one of the first to recognize 
that the free administration of arsphena- 
mine in cardiovascular disease was by no 
means safe, and yet it is obvious that syphil- 
itic involvement of so vital a portion of the 
organism demands as active treatment as it 
is possible to administer with safety. 

It is quite true that there are cases of 
aortitis, or myocardial, degeneration due to 
this same cause in which brilliant results 
follow the bold administration of the arsen- 
icals, but in many instances such a plan of 
treatment is illustrative of what can be 
done rather than what ought to be done, 
and a few untoward effects, or even fatal 
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results, will do much to flag the enthusiasm 
of the physician who has been. fortunate 
enough to have a series of cases which 
have responded according to his wishes. 

An interesting paper has recently been 
published by Stookey upon this subject. He 
reminds us that in Keidel’s series of cases 
of syphilitic myocarditis 30 per cent were 
injured as the result of specific treatment, 
and states that his experience is identical 
with this conclusion since he has seen a 
severe augmentation of preéxisting symp- 
toms follow the administration of neosal- 
varsan. In these cases the myocardial 
deterioration was marked and the aortic dis- 
ease, as indicated by symptoms and by the 
#-Tay, was practically nil. 

These contraindications are even more 
forceful when an examination of the urine 
or other methods of testing renal activity 
show that the kidneys are impaired, the 
more so if there is any evidence of an acute 
nephritis in distinction from a nephrosis. 

The evil results that follow the use of 
the arsenicals in myocarditis are probably 
due to the induction of a Herxheimer 
réaction in the heart muscle, which, to ex- 
press it differently, is equivalent to saying 
that there is an acute process superimposed 
upon the chronic one already present. 

The question naturally arises, therefore, 
that if the arsenicals are not to be used, 
what treatment is to be resorted to? The 
answer is that the patient should first be 
treated with mercury and potassium iodide 
or mercury followed by a course of potas- 
sium iodide for a period of from six weeks 
to two months, or until evidence of intoler- 
ance of either drug is present. After this 
it seems to be much safer and reasonably 
efficient to administer neoarsphenamine in 
very small doses which are gradually in- 
creased, beginning with not more than 0.1 
and never exceeding 0.3. In some of these 
cases we have obtained excellent results by 
administering as large doses as can be toler- 
ated of Donovan’s solution. In other in- 


stances we have used 15 minims of a one- 
per-cent solution of biniodide of mercury 
in water, such as is found on the market in 
sterile ampoules, injected just above the 
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buttock ; in other words, the area in which 
mercurial injections are commonly given. 
It would appear that the use of bismuth, 
by the needle, may soon be found to be 
one of our best answers in such cases. 

To express the matter differently, it would 
seem that when a patient has reached such 
a stage of myocardial degeneration, or vas- 
cular disease, there is no need for the radical 
treatment that exists in syphilis in its early 
stages, but that patience and caution are to 
be resorted to and that the treatment is to 
be continued over a long period of time 
rather than in an effort to produce imme- 
diate results. 





POSTOPERATIVE COMPLICA- 
TIONS OF THYROID 
SURGERY. 





At one time, and well within the memory 
of the graduates of medicine of twenty 
years’ standing, operations upon the thyroid 
were regarded, both by the laity and by the 
profession at large, as being attended by 
dangers so grave that they were rarely ad- 
vised by the physician and infrequently 
practiced by a few surgeons. Moreover 
the mortality was such as to justify to an 
extent this belief. 

Incident to a better understanding of 
goitre, and-its various manifestations of 
systemic disturbances; of its underlying 
causes ; of complications incident to opera- 
tion and their avoidance; of needful pre- 
operative preparation; of proper selection 
of time in regard to surgical interference; 
of safe anesthesia; and of the after treat- 
ment of complications, the mortality has 
fallen in organized clinics to such a degree 
as to render the operation as safe, in so far 
as mortality is concerned, and as certain 
in so far as relates to curative results, as 
are most of the procedures in surgery. 

Because of minus one-per-cent mortality 
statistics issuing from larger clinics there 
is a growing tendency to class goitre opera- 
tions with such procedures as the removal 
of the appendix and to believe that any 
clean, deft surgeon familiar with the ana- 
tomy of the neck may undertake a thyroid- 
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ectomy with none other than expectation of 
most favorable results. That complications 
such as were common in a former time and 
fatal in their consequences may still occur 
even in the ablest hands is suggested by 
Clute (Boston Medical and Surgical. Jour- 
nal, December 18, 1924) on the basis of 
1376 operations performed on the thyroid 
gland in the Lahey Clinic in the past three 
years upon 976 patients. He states that 
there have been eight deaths, an astonishing 
and most creditable mortality as compared 
with that obtaining even five years ago, and 
attributable in the main, he thinks, to the 
judgment of the operator and anesthetist as 
to the time of operation and as to the type 
of procedure best suited to the case at hand. 
He holds further that the preoperative 
preparation and the handling of postopera- 
tive difficulties are important factors in 
obtaining the results recorded. 

The preoperative period includes neces- 
sarily a study of basal metabolism. The 
nervous patient receives 10 grains of vero- 
nal the night before operation, and scopola- 
mine and morphine are routinely given, 
1/200 grain of the former to % grain of 
the latter, two hours before the surgical 
procedure; this is repeated one hour later, 
bringing a sleeping patient to the operating- 
room. 

Usually after operation the patient is 
returned to bed and kept there in the sitting 
position. Ice-bags are placed on the head 
and precordium in all toxic cases, and tap 
water is given by the rectum in such quan- 
tities as can be readily retained. This 
enteroclysis is repeated every four hours 
for the first twenty-four hours. If the 
patient is markedly toxic a liter and a half 
of salt solution is given subpectorally, or a 
less amount into a vein. Vomiting if fre- 
quent and repeated is controlled by fluids 
given subpectorally and _ intravenously. 
Morphine is used to check restlessness and 
in sufficient doses to accomplish this result. 
Soft foods and solids are given after the 
first twenty-four hours, according to the 
wish of the patient, and the alcohol dressing 
applied for the first day is reapplied on the 
third day, when every other skin clip is 
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removed and the drain, if one has been 
employed, is loosened. On the fourth day 
all clips and drains are taken out; the pa- 
tient is allowed to sit up ona chair. On the 
seventh day he or she is discharged from 
the hospital. 

Postoperative hemorrhage may occur 
promptly after operation or not for several 
days. If from the superior pole or from 
the veins beneath the skin the wound must 
be opened, and the bleeding point found 
and secured. Serous collections under the 
skin flap, which appear usually after the 
third day, are drained by the insertion of a 
rubber strip through the incision. ‘ Thicken- 
ing and edema of the neck, attended by 
difficulty in swallowing, breathing, and 
talking, accompanied by heat, redness and 
fever, call for opening and drainage and the 
application of hot wet dressings, prefer- 
ably in the form of boric acid compresses. 
This thickening and edema of the neck, in- 
dicating an infection which sometimes takes 
care of itself, but which usually calls for 
drainage, may extend to the mediastinum, 
under which circumstance little can be done 
beyond drainage of the neck wound. A fatal 
termination may be expected in the course 
of days or even weeks. Inflammation of 
the trachea, characterized by pain, cough, 
dyspnea, and at times blood-stained expec- 
toration, may develop. It is best treated 
by a steam tent permitting the entrance of 
fresh air but saturating it with moisture. 

When the tracheal rings have been mark- 
edly distorted by the goitre, removal of the 
latter may allow the collapse of the trachea 
attended by dyspnea, calling for a trache- 
otomy; this should be practiced when cya- 
nosis first appears. Should the trachea be 
wounded during operation the opening 
should be closed by a suture. Should 
dyspnea or cyanosis thereafter follow, 
tracheotomy should be performed. Injury 
to both laryngeal nerves also calls for 
tracheotomy. 

Postoperative thyroid storm is treated 
by prevention, i.e., previous preparation. 
Should it develop it is characterized by an 
excessively high pulse-rate and an exag- 
geration of the nervous symptoms, 4.e., 
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tremors, incessant activity, staring eyes, hot 
skin, and perspiration and high tempera- 
ture. There is a type characterized by 
markedly rapid pulse and apathy. On the 
first sign of this complication morphine and 
fluids are given; the former in adequate 
doses to keep the patient quiet, the latter by 
the mouth, the rectum, subcutaneously, or 
intravenously. In the apathetic type mor- 
phine is not needful, but fluids are. 

Irregular fibrillation is fairly frequent 
during the period of postoperative reaction. 

For myxedema characterized by slow 
pulse, general drowsiness and a low meta- 
bolic rate thyroxin is sufficient. This is a 
late complication. Postoperative tetany oc- 
curring during the first week after opera- 
tion is controlled by calcium lactate given 
20 grs. every four hours, unless it be of a 
severe type, in which case neither this drug 
nor parathyroid extract seems to be of large 
service. 

Metabolic rate should be followed for at 
least a year. Scars usually appear as thin 
white lines. When drainage has been used 
there may be adhesion of the skin scar to 
deeper structures, with movement during 
deglutition ; this can usually be loosened by 
massage. It is noted in this series of cases 
there were four instances of tetany, and 
four of postoperative hemorrhage in each 
instance from the superior thyroid artery. 
Clute states that no patient was refused 
operation, and over fifty patients who came 
to the clinic with heart failure and severe 
thyroidism have been operated upon suc- 
cessfully. 

These admirable results are similar to 
those reported from other large clinics 
where not only is the modern operative 
ritual closely observed, but where experi- 
ence has taught special dexterity in manipu- 
lation and, particularly, wisdom in the 
choice of operation and the time of its 
performance. It might be in the interest of 
both the profession and the public at large 
if these mortality records could be com- 
pared with those of institutions in which 
neither experience nor equipment fits the 
surgeon to deal in a modern way with the 
occasional case intrusted to his charge. 
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DIFFERENTIAL DIAGNOSIS OF 
ACUTE INTESTINAL 
OBSTRUCTION. 





With all our refinements leading to an 
early and accurate diagnosis there are still 
cases presenting the symptoms of acute 
intestinal obstruction, but without intra- 
abdominal lesion amenable to surgical treat- 
ment. If there be a mechanical obstruction 
the saving of life is in direct proportion to 
the timeliness of intervention. But for the 
circumstance that occasionally obstructive 
symptoms are simulated, and are often 
transitory, it is probable that many lives 
would be saved by the invariable policy of 
immediate intervention on reasonable sus- 
picion, since under the conditions causing 
this reasonable suspicion would be found 
the vast majority of cases. As it is, in view 
of the fact that the operation may be with- 
out avail in correcting the underlying con- 
dition and may actually be a determining 
factor in the fatal termination, the tendency 
to wait until the diagnosis is assured is, 
saving in the case of wealthy patients at 
summer resorts, almost universal. 

This attitude is justified to an extent if 
one considers the number of conditions 
which may produce a symptomatology 
which for a time at least is identical with 
that of acute obstruction. Thus among the 
common conditions may be mentioned, as 
has been done by Lepak (Minnesota Medi- 
cine, vol. vii, No.‘8, 1924), the abdominal 
symptoms which oftentimes characterize 
the onset of acute contagious diseases. 
Moreover, colitis, typhoid fever, cholera, 
pleurisy, pneumonia and Hanoch’s purpura 
may be characterized by abdominal symp- 
toms so marked that they have led to fruit- 
less, indeed hurtful operations. Uremia 
and lead poisoning are at times causative 
of abdominal symptoms of the obstructive 
type. It has been long known that the 
abdominal crises of tabes will simulate 2 
mechanical lesion, and patients are still be- 
ing opened who would have been saved 
from this procedure by an examination of 
the pupils, tapping of the patella, and 4 
careful search into the history. 
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Lepak expresses his views to the effect 
that there are many cases in which a rea- 
sonable doubt may be entertained as to 
whether the condition is medical or surgical. 
That in such cases medical measures should 
not be continued more than twenty-four 
hours unless relief is obtained therefrom. 
The continuance and aggravation of the 
abdominal symptoms point so strongly to a 
surgical condition that there should be no 
further hesitation in resorting to celiotomy. 
Most surgeons accentuate the importance 
of withholding morphine until diagnosis is 
made, and they are equally insistent upon 
not administering purgatives. Concerning 
the latter there can be little difference of 
opinion. Concerning the former, when the 
pain is of an agonizing and shocking nature 
there should be no hesitation in relieving it 
since it is rarely on this symptom alone that 
diagnosis is formulated. To let a patient 
continue for hours to suffer from the an- 
guish of a renal colic in the interest of an 
assured rather than a probable diagnosis 
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seems both unnecessary and unwise, since 
symptoms other than pain in a compara- 
tively brief period indicate to the attending 
surgeon the probable source of the trouble. 

Pain in its first onset is often indicative 
of the seat of trouble. Arising from the 
stomach, it is customarily referred to the 
epigastrium. If the lesser omentum be in- 
volved it is often referred to the back in 
the mid or lower dorsal region. Pain orig- 
inating in or about the liver may be referred 
to the back, the shoulder, and the epigastric 
region. The pain of the appendix and small 
intestines is often at first referred to the 
region of the umbilicus ; pain of large intes- 
tinal origin not infrequently to the hypo- 
gastric region. This initial pain practically 
sounds the alarm. Since severe pain is in 
itself often attended by shock and vomiting, 
its continuance will prove confusing. Its 
dulling or complete relief is often helpful 
in diagnosis, since pain symptoms do not 
obscure others which are in their progress 
more characteristic. 





Progress in Therapeutics 


Medical Therapeutics 


Pneumonia in Infants and Children. 


In the Archives of Pediatrics for Novem- 
ber, 1924, Morretr points out that in the 
group of cases which he reports a definite 
programme of treatment was followed for 
eight to nine years, consisting of proper 
hygienic surroundings, good nursing, fresh 
air, diet, sponge baths, and medication. To 
provide for an abundant supply of fresh air, 
the prevention of overcrowding, and the 
spread of bedside infection, the Lenox Hill 
Hospital has glass partitions separating the 
children into small groups of not more than 
two or three in a room. The rooms are 
well ventilated with fresh, cool air, but never 
the icy cold air which has been so widely 
recommended. Icy cold air may be helpful 


in raising blood-pressure, but in weak, ex- 
hausted children it is sometimes depressing 
to their circulation and acts as a detriment. 
Children are often injured by improper cold 
air treatment. Certain types of very robust 
children, well protected, especially about the 
head and chest, with proper blankets and 
hot-water bottles to their feet, may stand a 
colder atmosphere. The temperature of 
the room should never be below 55° during 
the day and 45° during the night. This 
makes for an even temperature without 
sudden changes from heat to cold. 

Children with pneumonia take nourish- 
ment poorly, consequently it requires per- 
sistent urging on the part of the nurse to 
make them take their food. The diet should 
consist of semisolid or fluid foods, such as 
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cereals, creamed soups, egg-nogs, cocoa, and 
milk. The forcing of cooling fluids, such 
as orangeade, lemonade, and cool water as 
often as possible is very essential. During 
the period of high temperature the body 
and head should be well protected. When 
the temperature is above 103.5°, patients are 
given sponge baths every three hours, with 
water at 100°. This usually reduces the 
temperature from 1 to 1.5°. An ice-bag is 
applied to the head and a hot-water bag to 
the feet. These measures lessen the amount 
of delirium, lower the temperature, and are 
sufficient to keep the patient quite comfort- 
able. Drugs are seldom necessary to lower 
the temperature, as hydrotherapy suffices 
in most cases. Extreme toxemia is much 
relieved by daily cleansing of the intestinal 
tract with a sodium bicarbonate rectal irri- 
gation, assisted by a mild cathartic. 

The most important form of treatment in 
pneumonia is early stimulation from the 
very onset of the disease. The quantity of 
medication should be dependent upon the 
weight and age of the child. The drugs em- 
ployed for stimulation are tincture of digi- 
talis, fluid extract of digitalis, camphor, caf- 
feine sodium benzoate, and whiskey. The 
following method was proved best in the 
majority of cases. In using the tincture of 
digitalis, for younger children who are crit- 
ically ill, a drop of the tincture is given for 
each pound of body weight in forty-eight 
hours. For instance, a child weighing thirty 
pounds would receive three drops of digi- 
talis every four hours, five times during 
the day—this repeated the second day 
would make a total of thirty drops. By 
this time the heart has become digitalized 
and the dose may be reduced to one-half. 
Of course, the doses must be individualized, 
in each case depending upon the child’s con- 
dition, reaction tu the drug, pulse-rate, and 
the severity of the infection. The fluid ex- 
tract is less commonly used because it is 
more irritating to the stomach and is not 
tolerated as well as the tincture. In older 


children, one to two minims may be given, 
or larger doses should the child’s condition 
warrant it, three times a day, after meals, in 
water. 


However, in very toxic children 
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with rapid heart action, digitalis should be 
promptly used hypodermically until the full 
effect of the drug is obtained, as it acts very 
rapidly and more surely than when given 
per mouth. It should also always be so 
given to children who are vomiting and to 
those extremely ill. The pulse-rate should 
be watched carefully and all changes prop- 
erly interpreted. Children tolerate surpris- 
ingly large amounts of digitalis without any 
disagreeable effect. The dose should never 
be so large as to cause acute poisoning. 

Camphor is second to digitalis in pro- 
ducing stimulation. Two forms of camphor 
are in common use. One is the 20-per-cent 
camphor in sweet almond oil which is used 
hypodermically ; the other is the emulsion of 
camphor made according to the following 
prescription: Camphor monobromate, 2.0; 
mucilage of acacia, olive oil, 44 8.0; water, 
q. s. ad. 120.0; containing 1 grain of cam- 
phor to the teaspoonful. Either form of 
camphor may be used with the digitalis. 
Both digitalis and camphor should. be used 
during the entire period of high tempera- 
ture, and should only be discontinued after 
the temperature has been normal for twenty- 
four hours. In children acutely ill, where 
another rapid stimulant is desired, the use 
of caffeine sodium benzoate in one- to two- 
grain doses, given hypodermically, will tide 
the patient over the period until the effect 
of the digitalis is obtained. The objection 
to the use of caffeine is the restlessness 
noticed after it is given. 

Whiskey as a stimulant has caused a 
great deal of discussion. It has been found 
valuable in all cases with high temperature, 
marked delirium, and severe toxemia; this 
especially applies to the so-called septic 
cases. There is also a definite food value 
in whiskey. Regardless of the stimulant 
used, the amount should be sufficient to pro- 
duce a full physiological effect ; this should 
be continued until after the crisis. 

These observations confirm the belief that 
the use of early stimulation has contributed 
to the results. The continued high tem- 
perature, toxemia, and rapid breathing place 
a burden on a tired, worn-out heart which 
has already: undergone myocardial changes. 




















If stimulation is instituted early, the heart 
muscle is better able to withstand the extra 
strain under which it labors. While the 
number of cases treated in this manner was 
not exceedingly large the results were un- 
usual. 





Characteristics of Drug Addicts. 


In the Lancet of October 25, 1924, Dixon 
states that drug addicts are not normal 
people who have availed themselves of op- 
portunity for indulging in drugs—for nor- 
mal persons do not derive pleasure from 
their first experience of cocaine. In 1906 
Sir Clifford Allbutt, in association with him- 
self, in a joint article, defined the people who 
took an immediate pleasure from drugs as 
“neurotics.” Quickness and_ sensibility, 
acute perception, and alert muscular reac- 
tion were qualities of high breeding, but 
they became morbid when developed in ex- 
cess in the lower ranges of sensibility with- 
out check from the higher controlling cen- 
ters. When Laséque said, “It isn’t every- 
body who can become an alcoholic,” he 
meant that there must be a preexisting 
mental state. The same was even truer of 
drug takers than of alcoholics, and it was 
apparent to all who had much experience 
that drug taking was rather a symptom of 
a certain type of mental condition than a 
disease in itself. Proof of this lay in the 
fact that those who contracted the habit as 
a result of the use of a drug in disease were 
much more readily cured than other addicts. 





Radium Therapy in Cases of Large 
Uterine Fibroids, 

In the American Journal of Obstetrics 
and Gynecology for October, 1924, BuRNAM 
states that more than 50 per cent of large 
uterine fibroids can be made to disappear 
completely by appropriate radium radia- 
tion. This can be accomplished at prac- 
tically no risk to the patient, with very lit- 
tle discomfort, and with no loss of time 
from the ordinary duties of life, and with- 
out in any way complicating operative pro- 
cedures, should they develop to be neces- 
' Sary later. With these facts in mind the 
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risks of operative interference in cases with 
heart, renal, metabolic and other general 
complications, should be carefully weighed 
in deciding on treatment. His impression 
is that the amount of dosage necessary to 
produce a satisfactory result is in no way 
dependent on the age of the patient. It is 
possible in some cases of large fibroids to 
remove the fibroid completely and to pre- 
serve both the power of menstruation and 
reproduction. This has a particular inter- 
est in the younger healthier women. 





The Use of Luminal in the Treatment 
of the Excited Phases of 
Mental Illness. 


In the Medical Journal and Record of 
October 15, 1924, Hupparp states that 
thirteen colored female patients suffering 
from excited phases of mental illness were 
treated with luminal. Doses ranged from 
one and a half to four and a half grains 
daily. Seven periodical excitements and six 
continuous excitements were thus treated. 
The ages of patients ranged from thirty-five 
to seventy-five. Nine were cases of dementia 
precox, two of general paresis, and two of 
manic depressive psychosis. 

Two cases, one general paretic and one 
long-standing case of precox, showed defi- 
nite increase in the severity of the symp- 
toms. 

Five cases showed no change whatever- 
These were three precox cases, one general 
paretic, and one manic depressive. 

Of the remaining six, three showed a 
change in the character of the excitement, 
two showed a shortening of the excited 
period, and one showed both change and 
shortening. The change in all four cases 
was for the better. Three patients, usually 
destructive, pugnacious, and unmanageable, 
became silly, mischievous, and good-natured. 
One changed from a state of activity lasting 
day and night, and resulting in exhaustion, 
to an intermittent activity which left her 
quiet a part of each day. In the three cases 
in which the excited period was shortened, 
the symptoms came on as soon as the luminal 
was withdrawn, and ran the usual course. 
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The Spontaneous Absorption of Amebic 
Abscess of the Liver Under 
Emetine Therapy. 

In the Indian Medical Gazette for Octo- 
ber, 1924, Fry reports two cases of large 
amebic abscess of the right lobe of the liver 
in which the clinical diagnosis was sus- 
tained by x-ray examination, but without 
exploratory puncture of the liver. 

Clinical cure of both-patients with com- 
plete absorption of the abscesses was at- 
tained by the administration of emetine 
hydrochloride hypodermically. 

Coexistent helminthic infestations re- 
quired eradication in both patients. 

He asserts that the spontaneous absorp- 
tion of a large sterile abscess is in no way 
detrimental to a patient; on the contrary 
his general health improves concurrently. 
He expresses the belief that it appears prob- 
able that aspiration could be dispensed with 
in many such cases without detriment, and, 
he thinks, with advantage to the patient and 
his medical attendant. He believes that 
many practitioners at the present time are 
so treating these cases. 





The Status of Rectal Examinations in 


Labor. 


In the American Journal. of Obstetrics 
and Gynecology for October, 1924, Reis 
states that it would seem, from a study of 
the figures presented, that the percentage of 
absolutely afebrile cases is definitely in- 
creased when neither rectal nor vaginal 
examinations are made, and conversely that 
the percentage of pelvic infections is defi- 
nitely decreased. There appears, however, 
to be practically no difference between the 
group examined vaginally and the group 
examined rectally. This holds true for the 
percentage of afebrile cases as well as for 
the percentage of pelvic infections. If then, 
as most workers agree, the rectal examina- 
tion is only 90 per cent efficient for diag- 
nosis, and if it is especially inadequate in 
abnormal and pathological cases, it would 
seem that at least one vaginal examination 
is desirable early in every case of labor, 
particularly since there is no increased 
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danger of infection from such an examina- 
tion if carefully and properly done. That 
the number of vaginal examinations should 
be limited as much as possible is self-evi- 
dent from a study of the figures presented. 

The rectal examination is, however, of 
value in observing the progress of labor 
and should supplement the initial vaginal 
examination. The rapidity and ease with 
which the rectal examination can be made 
recommend it strongly, but it does not seem 
that the rectal examination should replace 
the vaginal examination, especially in a well- 
conducted maternity where vaginal exam- 
inations can be made under aseptic con- 
ditions. 





Coagulation and Bleeding Times of 
Infants. 


In the Ohio State Medical Journal for 
November, 1924, DUNHAM states that in 
1910 Rhodda published an article in which 
he noted the coagulation time of the in- 
fant’s blood was progressively prolonged 
till the fifth day, and that it returned to the 
child’s normal the tenth day. This corre- 
sponds to the clinical observation that most 
of the spontaneous hemorrhages seen in the 
new-born occur from the second to the 
eighth day. 

Several years later the same author de- 
vised a simple and practical method for 
detection of the clotting time of the infant’s 
blood. 

The technique as described by Rhodda 
has been used at Miami Valley Hospital 
Maternity as a routine method of determin- 
ing the coagulation time on each infant. To 
date it has been used on about 300 cases, 
and they are convinced it is a practical 
method, one easily applied and available to 
every physician doing a large or small ob- 
stetrical work either in the home or in hos- 
pitals. 

Two or three shots are placed in a small 
petri dish, and as soon as the cord has been 
cut a few drops of blood are allowed to 
flow into the container, care being taken not 
to press any of the fluids from the cord into 
the blood. At short intervals the petri dish 
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is tilted, and when the clot is of sufficient 
firmness to prevent the shot from rolling 
around the test is completed. The usual 
clotting time is from three to five minutes. 
Any time over ten minutes is considered 
abnormal, and such cases given treatment 
during the first few hours of infant life. 
It is true that some cases bleed in which the 
clotting time is nine minutes or under, and 
again all cases of ten minutes or over do 
not manifest evidence of hemorrhage, yet 
he believes we are justified in considering 
all cases of prolonged clotting time as po- 
tential bleeders and instituting treatment 
accordingly. 

Until the etiology of infant hemorrhage is 
more fully determined he believes we are 
taking an unwarranted risk in using any 
agent but human serum or blood in the treat- 
ment of this disease. They have used from 
20 to 30 ce of blood or serum injected 
through the anterior fontanel into the longi- 
tudinal sinus or occasionally made the in- 
jection subcutaneously. This, he finds, will 
usually maintain a normal condition in the 
child, but should there be any evidence of 
bleeding the amount is repeated immedi- 
ately. It is impossible to estimate the re- 
sults in these cases if no agent had been 
used to lessen the clotting time of the blood, 
but the mortality and morbidity have been 
nil in all cases in which the injections have 
been made. 

Recently he has had in private practice 
one case of 13 and another of 28 minutes 
coagulation time. Both were given injec- 
tions a few hours after birth. Circumcision 
was requested in both cases, and before 
operation the bleeding time was determined. 
In the first case it was less than two min- 
utes and in the other two and one-half 
minutes. The tests were made when the 
children were eight days old. In neither 
case did unusual bleeding occur. 

The bleeding time was determined after 
the method described by Duke. A small 
spring lancet was used and a slight punc- 
ture wound made in the heel. The blood 
was wiped away with dry gauze until all 
bleeding had ceased. The normal bleeding 
time is from two to five minutes; any pro- 


longation of time would be considered ab- 
normal. 

With such a simple and easily performed 
test as the determination of the. bleeding 
time proves to be, when Duke’s method is 
used, we have no valid excuse for not using 
it before every operation on the new-born, 
and by the routine determination of the 
clotting time of the infant’s blood our pres- 
ent mortality rate will be materially lowered 
and, we are assured, fewer mental abnor- 
malities will be manifested in later life. 

In discussing the article of Dunham, 
Rogers stated that since so many cases of 
hemorrhagic disease of the new-born show 
no external bleeding, the hemorrhage be- 
ing confined to the intracranial type, the 
doctor should instruct all nurses or persons 
in charge of new babies to report to him 
at the first failure to nurse. Usually no re- 
port which would suggest hemorrhage is 
made to the doctor until the first convul- 
sion occurs, and then it is frequently the 
case that the lesion is too great and the 
baby dies in spite of treatment. “Failure 
to nurse” occurs much earlier in such cases 
than do other signs of cerebral pressure. 





The Basal Metabolism of Children with 
Idiopathic Epilepsy. 

In the American Journal of Diseases of 
Children for October, 1924, TALBot states 
that the basal metabolism of his series of 
children with idiopathic epilepsy was nor- 
mal or elevated. This is interpreted to mean 
that thyroid gland medication is not indi- 


cated in the treatment of idiopathic epilepsy 
in childhood. 


The Use of Intravenous Iodine in 
Pyemia. 

In the Indian Medical Gazette for No- 
vember, 1924, BELL reports on one case of 
pyemia, in which an abscess in the hip 
cleared up any doubt on the value of this 
treatment. The cause was attributed to a 
thorn prick on the third knuckle of his 
right hand. 

No special preparations were required for 
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the administration of the tincture of iodine. 
The method adopted was to inject the 
tincture directly into a vein with a 10-cc 
syringe, diluted with 10 cc of sterilized rain 
water. 

The rapid improvement of the patient 
was noteworthy. The injection brought 
about a marked change in his condition. 

The treatment is handier and cheaper 
than vaccine treatment; it can be obtained 
in all dispensaries, all that is required is 
tincture of iodine, a 10-cc syringe, rain 
water, and care. 

Vaccine treatment is expensive and as a 
rule is not available when required. If tinc- 
ture of iodine is given a fair trial in such 
and similar cases it may eventually replace 
vaccine treatment. 





The Use of Theobromin Sodio Salicylate 
(Diuretin) in the Treatment of 
Hydrocephalus. 

In the American Journal of Diseases of 
Children for October, 1924, Marriott 
states that from his experience with diure- 
tin, he believes it to be a valuable remedy 
in the treatment of the communicating type 
of hydrocephalus. In the light of the ex- 
tremely bad prognosis of patients with this 
condition, and the apparent harmlessness of 
the therapy, he feels that the method of 
treatment should be given a thorough trial 
before resorting to difficult and dangerous 
surgical procedures. 





The Treatment of Acute Otitis Media. 


In the Lancet of November 15, 1924, 
WHALE states that the liability of every one 
at all times to an ascending Eustachian in- 
fection is greatly increased by sepsis in the 
nose or throat, or their annexa. And the 
timely correction of pyorrhea, nasal tur- 
binal hypertrophies, or nasal accessory 
sinusitis greatly reduces the actuarial prob- 
ability of such infection. In children the 
most frequent predisposing cause is found 
in septic tonsils and adenoids, especially the 
latter, which, in suitable cases, may be re- 
moved without interference with the ton- 
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sils. In brief, prophylaxis comprises the 
toilet of the mouth, nose, and postnasal 
space. But supposing that despite, or in 
the absence of, these precautions a patient 
arrives suffering from what seems to be 
acute otitis media, it is to be remembered 
that an intolerable boring pain, which has 
no respite, may be caused by other condi- 
tions than acute otitis media, of which it 
is so characteristic. He refers chiefly to 
meatal furunculosis and to old impacted 
wax which has suddenly swelled with mois- 
ture; either of these may coexist with an 
acute middle-ear infection. Again, with 
almost identical physical signs in both 
drumheads, the pain on one side may be 
so great that no complaint at all is made 
of pain in the other ear; thus, in order to 
avoid a second and superfluous anesthetic, 
both drums should be inspected. 

Having decided that the condition is, in 
fact, an effusion into the middle ear, the 
further point at issue is whether this ef- 
fusion is catarrhal or purulent; that is, 
whether the drum calls for an immediate 
incision or not. * In those cases in which 
the physical signs indicate only a catarrhal 
condition, and pending arrangements for 
operation in the suppurative cases with 
which this article chiefly deals, an expectant 
attitude should be adopted. 

In the expectant treatment, local anal- 
gesics give great comfort. It is usual to 
employ glycerol acid carbolic 1 in 10 to 1 
in 5; or “ovoids” containing opium or co- 
caine, made by Savory & Moore. A chol- 
agogic purge is essential, preferably calo- 
mel. 

Pus, once diagnosed—in a stereotyped 
case by a loss of landmarks in an opaque 
membrane, which over a part or the whole 
of its extent shows a bulge of which the 
color varies from yellow, through salmon- 
pink, to an angry red—must be released. 
Myringotomy may be performed under a 
prolonged nitrous oxide anesthesia, or gas 
and oxygen, or a light ether narcosis. The 
incision may reveal only a bead of pus, and 
this may be obscured by blood, although the 
hemorrhage is insignificant. It is impera- 
tive to operate, because, first, the middle 














layer of the drumhead consists of radial 
and circular elastic fibers, and fewer of 
these (especially the radial) are severed 
than if the membrane be allowed to burst; 
in the former case the opening is less rag- 
ged, so that rapid and complete healing is 


more probable. A second reason for early 
incision is that before rupture occurs the 
infection may spread not only to the mas- 
toid, but to the meninges or brain. At the 
conclusion of the brief anesthesia, and as 
goon as the ear has been covered up, the 
patient, if young, should be digitally exam- 
ined for adenoids, if this examination has 
not been previously made. If any are 
found, their removal should be postponed, 
for the creation of a raw postnasal area at 
this time might spread or maintain an infec- 
tion, so that a unilateral case might become 
bilateral, and even in a case already bilat- 
eral healing would be invalidated. 
Meticulous care in the immediate after- 


treatment, including a strict antiseptic ritual - 


for the first ten days, will be well repaid. 
From one of the various firms who cater 
for surgical equipment a tin containing six 
packets of aural dressing should be ob- 
tained; also, if the patient be a restless 
child, a “mastoid cap,” which is less liable 
to displacement than is an ordinary band- 
age. Circumferential hair should be cut 
sufficiently short to prevent any stray hair 
from wandering into the concha. At the 
close of the operation a wick, about five 
inches long, of plain sterilized woven-edged 
ribbon gauze, not more than three-quarters 
of an irich wide, should be inserted into the 
meatus for half an inch; the surplus inches 
of gauze are loosely folded into the concha. 
Subsequently, the wick is changed every 
twenty-four hours; and each day before 
replacing the wick the meatus is gently 
wiped out with a piece of similar ribbon 
gauze made just moist with lotio acidi 
boraci %5 parts, spirits vini rectificati 25 
parts, and two or three drops to the ounce 
of tincture of iodine. After two or three 
days there is a tolerance to the warm sen- 
sation produced by the alcohol, which may 
be gradually strengthened up to 40 per cent. 
These maneuvers are facilitated by gen- 
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tly pulling the pinna backward, thereby 
straightening out the curve in the cartilagi- 
nous meatus and rendering access more 
direct. Quite possibly no pus will ever be 
seen, even on the first dressing; the drum- 
head heals by first intention, and is intact in 
a fortnight or less. The friable healed area 
would be easily reopened by slight trauma 
or sepsis, and it is wise to keep a very 
light wick in the ear for another fortnight. 
After three months it may be difficult to 
find a scar. It is not desirable to syringe 
the ear at this stage. 





The Treatment of Postencephalitic 
Parkinson Syndrome with Hyo- 
scine Hydrobromide. 


In the Johns Hopkins Hospital Bulletin 
for October, 1924, HoHMAN states that 
hyoscine is a very valuable palliative remedy 
in postencephalitic Parkinson syndrome. 

Hyoscine hydrobromide may be pre- 
scribed in doses as high as 1/50 gr. four 
times a day. 

The change in mental attitude (mental 
and emotional rigidity) should be under- 
stood to form a part of the disease. 





After Treatment of Vaccination 


Wounds. 


In the Journal-Lancet for November, 
1924, REASNER states that no gauze, band- 
age or shield should be applied. The serum 
from the “scratch” should be allowed to 
mix and dry with the vaccine. This forms 
an air-tight seal. The pustule forms under 
this seal-and raises it without breaking. The 
pustule undergoes a drying process form- 
ing a crust, which dries and desquamates, 
leaving a pitted scar. 

The only danger from vaccination comes 
from the infection of the wounds with 
bacteria which enter through the break- 
ing of the natural seal. All dressings ap- 
plied soften the natural seal, and this facili- 
taies breaking. A ring of felt (bunion plas- 
ter) may be applied immediately after vac- 
cination on patients who cannot expose the 
vaccinated area to the air for the twenty to 
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thirty minutes required for drying. This 
felt ring is to prevent contact of clothing 
until drying takes place and should be re- 
moved in a few hours. A clean piece of 
gauze, changed daily, may be pinned or 
sewed to the inside of the shirt-sleeve in 
apposition to the vaccinated area. 

To conclude, vaccine which has been kept 
“off the ice” for a few hours becomes inert. 





The Influence of Cod-liver Oil on the 
Calcium and Phosphorus Meta- 
bolism in Tetany. 


In the China Medical Journal for Octo- 
ber, 1924, SH1H-Hao states that the two 
cases which he reports presented all the 
clinical evidence and laboratory findings of 
idiopathic tetany. No parathyroid de- 
ficiency was present; no symptoms pointed 
to the gastric form of tetany; and they had 
never had intravenous injections of alkalies. 

The recent paper of Pincus and Kramer 


states that normally the blood serum cal- ~ 


cium averages 9.6 mg. per 100 cc; and 
phosphorus 2.9 mg. per 100 cc. The values 
for cerebrospinal fluid are just half as much 
as those for serum, namely, calcium 4.8 
and phosphorus 1.3. In these two cases in 
the active stage of tetany the calcium con- 
centration in blood serum was 5.8 and 5.4 
respectively, which were very low values. 
Cerebrospinal fluid showed still lower re- 
sults, namely, 3.3 in the first case and 3.8 
in the second, emphasizing further the im- 
portance of low calcium concentration as 
the cause of the hyperirritability of the ner- 
vous system. As has been mentioned be- 
fore, the concentration of calcium ions in 
blood necessary to maintain the normal 
irritability of the nervous system is about 
3 mg. In the cerebrospinal fluid a greater 
proportion of the total calcium is probably 
present in ionic form, so that about 3 mg. 
of free calcium ions may still be available. 
Since the protein concentration of the cere- 
brospinal fluid is very low (0.02 per cent) in 
comparison with that of plasma (7.9 per 
cent) the protein bound calcium must be 
negligible in quantity. Any decrease of 
cerebrospinal fluid calcium may be regarded 
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as a clearer and more direct evidence of 
tetany than a decrease of the blood calcium, 

After treatment with cod-liver oil, the 
calcium and phosphorus contents of blood 
and cerebrospinal fluid were raised to nor- 
mal. This together with the disappearance 
of the clinical signs of tetany and the de- 
creased irritability to electrical stimuli is 
taken as evidence that the cure of the tetany 
was brought about by cod-liver oil alone, 
an observation which agrees with that of 
Brown, Maclachlan, and Simpson. 

The action of cod-liver oil in the cure of 
tetany may be better understood by analyz- 
ing the metabolism data on calcium and 
phosphorus. In the first case, calcium re- 
tention before the cod-liver oil treatment 
was 12.62 per cent, and this became 15.58 
per cent after the treatment. A comparison 
of the urinary and stool excretion of cal- 
cium before and after cod-liver oil therapy 
reveals that as a result of the treatment 
there was a marked increase in the propor- 
tion of the total calcium output excreted 
through the urine with a correspondingly 
decreased excretion through the stool, show- 
ing that there was actually more calcium 
absorbed through the gastrointestinal tract, 
metabolized in the body, and then excreted 
through the kidneys. 

Phosphorus retention in one case, con- 
trary to what was expected, was less after 
the treatment than before. However, there 
was a distinct increase in the urinary excre- 
tion of phosphorus at the expense of the 
stool excretion. 

Figures for the second case are more 
clear-cut. Calcium and phosphorus showed 
parallel results. In spite of the large in- 
crease in the intake of calcium and phos- 
phorus during the period of treatment, the 
total excretion of both of these elements 
was much less than that before the treat- 
ment. The relatively high output and low 
intake in the active stage of the disease re- 
sulted in a low retention, especially of cal- 
cium. On the other hand, during the treat- 
ment period the retention of both calcium 
and phosphorus was tremendously in- 
creased. The urinary excretion of both 
calcium and phosphorus was greatly in- 











creased during the second period, indicating 
that a much greater proportion of the intake 
was absorbed into the system and the excess 
eliminated through the urine. 

From this evidence he concludes that the 
low calcium in these cases was associated 
with defective absorption through the intes- 
tine, and that cod-liver oil exerts its bene- 
ficial effect on tetany by promoting the ab- 
sorption from the intestinal canal. 

While it is assumed that cod-liver oil in- 

creased the absorption of calcium and phos- 
phorus from the intestine, it is perfectly 
possible that it may act by diminishing their 
reexcretion through the gastrointestinal] 
tract. Birk injected calcium intravenously 
into a rachitic child and found that it was 
largely excreted through the intestine. 
When phosphates were thus injected, very 
little was eliminated with the stool. Sjel- 
lema showed that rabbits on a low calcium 
diet might excrete three times as much cal- 
cium as that present in the food, and still 
give feces with about the same percentage 
of calcium as in periods of positive calcium 
balance. This was interpreted by the au- 
thor as pointing to a physiological rdle for 
calcium in the production of feces. Cod- 
liver oil acted by decreasing the amount of 
calcium necessary for this purpose. How 
far the results on rabbits under normal con- 
ditions are applicable to human cases of 
tetany cannot be stated. It seems alto- 
gether probable that calcium and phosphorus 
are absorbed together, and that cod-liver oil 
promotes that absorption of these sub- 
stances rather than that it limits their re- 
excretion through the intestines. 

We may conclude that in these cases of 
tetany the intestinal absorption of calcium 
was decreased with a resulting low concen- 
tration of calcium in the serum and cere- 
brospinal fluid. Under the influence of cod- 
liver oil, the absorption of calcium from the 
limited intake was increased, so that the 
level of calcium concentration in blood and 
cerebrospinal fluid necessary to maintain 
the normal irritability of the nervous sys- 
tem was restored and the tetany disap- 
Peared. 


The mechanism whereby cod-liver oil in- 
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creases the absorption is influenced by two 
factors, namely, the reaction of the gastro- 
intestinal tract and the amount of fat intake. 
Holt and his colleagues have shown that in 
infants and children calcium absorption 
depends not only upon the intake of cal- 
cium salts, but also upon the amount 
of fat ingested. The optimal absorption of 
calcium occurs when the intake of fat ex- 
ceeds 3.0 to 4.0 gm. per kilo body weight. 
The fat present in the cod-liver oil may be 
a contributing factor to the increased ab- 
sorption. 

With regard to the reaction of the gastro- 
intestinal canal, alkalies diminish mineral 
absorption, while acids increase it. Bab- 
bott and his coworkers have recently shown 
that the normal p,, of the gastric contents 
of infants is 4.2, and in infantile tetany this 
is increased to 5.3. With the disappearance 
of symptoms of tetany the p,, returns to 
normal. The gastric acidity in his cases of 
tetany was normal and seems to have had 
no bearing on the symptoms. 

He concludes that in certain cases of te- 
tany the low calcium content of blood and 
cerebrospinal fluid is probably due to de- 
ficient absorption of this element through 
the intestines. Low calcium content means 
low calcium ion concentration, which is 
directly responsible for the symptoms. 

Cod-liver oil, when administered to such 
cases, increases the retention of calcium 
and, to a less extent, of phosphorus as well. 
The urinary excretion of these elements is 
at the same time increased, indicating an in- 
creased absorption from the intestines. 





Non-specific Protein Therapy in 
Cutaneous Syphilis. 


In the Archives of Dermatology and 
Syphilology for November, 1924, GrEEN- 
BAUM and WriGut believe that while their 
series of cases is not large, it suffices to 
show that non-specific protein therapy fa- 
vorably influences the course of syphilis. 
In what manner it exerts this favorable 
influence or what value it has in the treat- 
ment of syphilis, they are, at present, not 
prepared to say. 
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They desire to emphasize that it is not 
their purpose to intimate that injections of 
foreign protein are in any way a cure for 
syphilis. Their experience, however, would 
indicate that there is a definite influence on 
the course of the disease following their 
use, and this influence, in chronic syphilis 
at least, appears to be a favorable one. If 
the effect of the injections is to stimulate 
the natural protective forces of the body, 
the use of non-specific protein therapy as 
an adjunct to specific therapy may be of 
decided value. 





Mercurochrome-220 Soluble 
Intravenously. 


In the Boston Medical and Surgical Jour- 
nal of November 20, 1924, Apams states 
that from the small group of cases which 
he reports it is fair to conclude that: 

1. At the dosage, 6 mg. per kilogramme 
of body weight mercurochrome-220, 1 per 
cent, may be given safely and yet obtain 
results. 

2. It has specific action on the gonococcus 
and the staphylococcus in the blood stream. 

3. Local effects are on lesions due to 
streptococcus, but not on those affected by 
pneumococcus. 

4, When used empirically, many disap- 
pointments are to be expected. The pres- 
ence of a certain focus or a positive blood- 
stream invasion will warrant its trial, where 
other means have not produced other re- 
sults. 





Anthelmintic Properties of the Constit- 
uents of the Oil of Chenopodium. 


In the Journal of Pharmacology and Ex- 
perimental Therapeutics for December, 
1924, SMILLIE and Pess6a state that the re- 
sults of their experiments prove conclusive- 
ly that ascaridole is the active anthelmintic 
principle of oil of chenopodium. They also 
show that the toxicity of oil of chenopo- 
dium is due in great part to ascaridole. The 
lighter hydrocarbons have no anthelmintic 
action and have little toxic action upon the 
host in the doses usually administered in 
the treatment of hookworm disease. Fur- 
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thermore ascaridole when converted into 
glycol anhydride by the overheating of the 
drugs causes it to lose all its anthelmintic 
power and most of its toxicity. Their re- 
sults are substantiated by the work of Mol- 
loy, who has recently published some con- 
clusive experiments with ascaridole and the 
terpene fraction of oil of chenopodium. His 
results are identical with theirs, for he 
found that the terpene fraction has no an- 
thelmintic activity, while the ascaridole 
fraction, consisting of 57 per cent of the 
original oil of chenopodium, has a high an- 
thelmintic efficiency. 

Their experiments also show that as- 
caridole is a more active anthelmintic than 
the commercial oil of chenopodium. Its 
toxicity for the host is not proportionately 
greater. The different samples of oil of 
chenopodium vary in the proportion of their 
components. 

Caius and Mhaskar found a variation in 
ascaridole content of from 50 to 72 per 
cent. Of all the various constituents, none 
except ascaridole has an anthelmintic action, 
though some are slightly toxic to the host. 
Ascaridole has a definite chemical formula, 
whereas the oil of chenopodium is a mix- 
ture of substances. 

Ascaridole is preferable to oil of cheno- 
podium, therefore, in the treatment of hook- 
worm disease. One great objection to its 
use is that clinically pure ascaridole is ex- 
pensive. Even though it be found imprac- 
ticable to substitute a pure ascaridole for oil 
of chenopodium in the routine field work 
of hookworm disease control because of the 
cost, nevertheless each sample of oil of 
chenopodium should be considered in rela- 
tion to its ascaridole content, and the treat- 
ment should be administered not as so much 
oil of chenopodium, but as so much ascari- 
dole. 

They conclude that ascaridole is the ac- 
tive anthelmintic principle of chenopodium. 
It has an,extremely powerful action in the 
removal of hookworms. One cubic centi- 
meter is the proper adult dose. It should 
be given on an empty stomach in the early 
morning, and followed in one-half hour by 
magnesium sulphate. One treatment will 
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remove 95 per cent of the hookworms har- 
bored (i.¢., Necator americanus); Ancy- 
lostoma duodenale are more resistant to the 
action of the drug. 

The lighter fractions of oil of chenopo- 
dium consist of a mixture of terpenescy- 
mene, sylvestrene, possibly phellandrene, 
methyl salicylate, etc., which have no an- 
thelmintic action. 

Ascaridole glycol, as well as the glycol 
anhydride, which are sometimes found in 
considerable amounts in improperly distilled 
preparations of oil of chenopodium, have 
no anthelmintic action. 

Ascaridole is preferable to oil of chenopo- 
dium in the treatment of hookworm disease, 
because it is not a variable mixture of sub- 
stances, but is a pure substance having a 
definite chemical formula. Ascaridole is 
not proportionately more toxic than oil of 
chenopodium. Its greatest disadvantage for 
field campaign work is its high cost. 





Protein Milk as an Infant Food. 


In the Archives of Pediatrics for No- 
vember, 1924, Haas, BARENBERG, and 
BLOOMBERG state that Eiweiss milk has 
proven satisfactory for prolonged use. 

It is a suitable food for infants up to 
two years. 

It is particularly indicated in gastroin- 
testinal disorders, marasmic and premature 
babies, celiac cases, and in infectious dis- 
eases. 

It is palatable and ordinarily well taken 
after a day or two. 

Is given undiluted, even to premature in- 
fants. 

The gain in weight is equal to that ob- 
tained by any other form of milk. 

The gain in weight is not temporary but 
progressive. 

The average gain in weight for all ages 
over the entire period was four ounces per 
week. The minimum average, two and a 
quarter ounces; the maximum, six and a 
half ounces. 

It seems to exert a protective action 
against ketosis, intoxication and gastroen- 
teritis in infants. 


PROGRESS IN THERAPEUTICS 


Infants never develop excoriated buttocks 
on this food. ‘ 

Tolerance for this preparation is only 
equaled by that for breast milk. 





The Relation of Silver Arsphenamine to 
the Involuntary Nervous System 
and to the So-called Nitritoid 
Crisis. 

Rosen, Mutter and Myers, in the 
Archives of Dermatology and Syphilology 
for November, 1924, state that every intra- 
venous injectionof arsphenamine is followed 
by a slight decrease of leucocytes in the 
peripheral vessels of the entire body, indi- 
cating a reaction of the involuntary nervous 
system. This decrease is marked in pa- 
tients who develop manifestations of the 
so-called nitritoid crisis. 

Intravenous injections of silver arsphena- 
mine are generally unaccompanied by any 
change in the. leucocytes, thus indicating 
that there is no reaction or disturbance of 
the involuntary nervous system and the 
vascular system of the body. [This seems a 
sweeping conclusion.—Ep. ] 

The only exceptions to this rule are found 
in a few persons, namely, the same who 
develop symptoms of the so-called nitritoid 
crisis after injections of arsphenamine. 

This is further proof that the rare reac- 
tion after silver arsphenamine is caused by 
a previous disturbance of the involuntary 
nervous system and is not occasioned by the 
drug itself. 





A Procedure for the Cure of Antral 
Fistule. 


In the Boston Medical and Surgical Jour- 
nal of December 11, 1924, Drury states 
that in a certain percentage of extractions 
of the upper second molars a fistula into the 
mouth develops, thus preventing healing of 
the gum. This may show itself almost im- 
mediately or not for several days following 
the extraction. 

When such a fistula is present, fluids pass 
into the nose on swallowing and infection 
of the antrum begins, even if it were not 
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already present at the time of removal of 
the tooth. Further, a whistling noise some- 
times manifests itself, which is quite trou- 
blesome to the individual. 

The antrum appears as a shallow groove 
on the inner surface of the bone at an 
earlier period than any of the other nasal 
sinuses—its development commencing about 
the fourth month of fetal life. Two plates 
grow downward from the dental groove, 
and between them the sockets for the teeth 
are formed by the development of thin, 
bony structures jutting across from one to 
the other. 

Crossing the cavity of the antrum are 
often seen several projecting lamine of 
bone, similar to those seen in the sinuses of 
the cranium. Projecting into the floor are 
several conical processes, corresponding to 
the roots of the first and second molar teeth. 
In some cases the floor is perforated by the 
teeth in this situation. Its walls are every- 
where exceedingly thin. 

The number of teeth where fangs are in 
relation with the floor of the antrum is 
variable. The antrum may extend so as to 
be in relation to all the teeth of the maxilla 
bone, from the canine to the wisdoms. He 
has never seen a case, however, that devel- 
oped a fistula except from the second molar. 

When the fistula has developed, the usual 
procedure as mentioned in the early litera- 
ture was to insert a wooden plug in the 
hole, temporarily, until a silver or gold can- 
nula was made to fit the tract. This latter 
may be worn indefinitely by being fastened 
to the remaining teeth by clasps. This 
method involved the establishment of a 
disagreeable, continuously discharging sinus 
into the mouth. 

This has led to the development of more 
radical operations, which involve the curette- 
ment of the fistula. In long standing cases 
this is apparently necessary, and in the 
main gives satisfactory results. Many cases 
occur, however, which do not fall into this 
latter category, and his paper deals with a 
method which has been developed for their 
treatment. Seven cases have been treated in 
this way, and in six, or 85 per cent, com- 
pletely satisfactory results have been se- 
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cured. Essentially it consists of a steriliza- 
tion of the fistula with mercurochrome-220 
and closure of the sinus with liquor epistas- 
ticus (B. P.). 

He concludes that a method for the cor- 
rection of antral fistulz is given suitable for 
those cases in which radical operation is for- 
bidden or inexpedient. 

The method has been applied to seven 
cases, with complete success in six, or 85 
per cent. 

The method is simple, easy of perfor- 
mance, and entails a minimum of discom- 
fort to the patient. 

When used, additional drainage into the 
nasal cavity through the lateral antrum wall 
is found to be unnecessary. 


The Use of Antistreptococcic Serum in 
Puerperal Infections. 

In the Canadian Practitioner for Decem- 
ber, 1924, McItwraitn tells us that his 
own preference for serum treatment is 
based on the fact that the results reported 
are just as good as, or better than, those 
reported for any other form of treatment, 
and also that its use is not as dangerous 
as surgical treatment has proven. 

He well says there is a large and rather 
nebulous body of reported cases of benefit 
from serum treatment. “The general ma- 
laise and fever abruptly ceased and the pa- 
tient became and remained well.” = Or 
“there was an immediate improvement and 
after a period of low-grade fever she re- 
covered.” This is their general import. 
For many reasons this body cannot be sum- 
moned into court. The cases are imper- 
fectly reported or observed and, therefore, 
form no logical proof. But their number 
is so great that we cannot quite brush them 
aside. He has seen many of them. 

Within limits, leucocytes in the blood are 
beneficial, and the serum increases leuco- 
cytosis. In presenting his paper he refers 
to the charts of two patients who had high 
fever. They felt and looked very ill. In 
one case the leucocyte count was 9200. 
Immediately after the administration of the 
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serum it rose to 15,400 and then to 18,600. 
The patient felt better at once. Her tem- 
perature went right down, and in two days 
she was well and remained well. In the 
other the leucocyte count was 8200. Im- 
mediately after the serum it increased to 
14,700. She felt much better. Her tem- 
perature was lowered at once, and after a 
period of low temperature she recovered. 
The blood culture was negative in both 
cases. 

It seems to him that the abrupt termina- 
tion of the infection in many cases can 
scarcely be due entirely to leucocytic action ; 
and there is always hope that with the new 
methods of immunization that are being 
tried an antitoxin will be produced which 
will be as specific for streptococci as dipth- 
theria antitoxin is for the Kloebs-Loeffler 
bacillus. 

There has recently appeared in the 
American Journal of Obstetrics and Gyne- 
cology a report of a series of cases in which 
great claims are made for serum use. Ina 
previous number of the same journal Will- 
iams, of Philadelphia, reported cure by 
large doses of serum in four post-abortal 
women from whose blood hemolytic strep- 
tococci had been recovered. MclIlwraith 
has never seen a patient so affected recover 
under serum or any other treatment. One 
patient developed a high temperature after 
her confinement. She was given serum and 
improved markedly, but continued to have a 
low-grade fever for many days. Eventu- 
ally an abscess appeared in her thigh, and 
from the pus evacuated from it hemolytic 
streptococcus was developed. 

The serum sickness which appears in 
many cases has, in his experience, proved 
trifling. In from two days to two weeks 
a red rash, joint pains and temperature 
appear. They have always disappeared 
rapidly after administration of a copious 
dose of Epsom salts. Others have reported 
More serious consequences, e.g., edema of 
the glottis, but no fatalities are recorded. 
This contrasts favorably with the severe, 
alarming and sometimes fatal shock which 
often follows the intravenous injection of 
mercurotrome (sic). 
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Arterial Hypertension. 


ANDERSON in the Canadian Practitioner 
for December, 1924, points out that in view 
of our incomplete knowledge of the causes 
of hypertension, of the nature, source, 
mode of action, neutralization or elimina- 
tion of the toxins producing it, treatment 
as yet is of necessity empirical rather than 
scientific. However, clinical observation 
and experience have furnished us means 
by which we may modify symptoms, and 
at times the course of the disease. 

Focal infection of the mouth, tonsils, 
sinuses, alimentary tract or elsewhere 
should be carefully eradicated, but exten- 
sive extraction of teeth or other heroic 
measures should be avoided. The trauma 
and opening up of fresh surfaces for ab- 
sorption involved in the extraction of vital 
teeth is especially dangerous. A gradual 
clearing up of the infected areas is much 
safer, especially if the patient’s general con- 
dition is poor or the systemic disease so 
advanced that only limited improvement 
may be hoped for. 

Rest in bed for a few weeks, in serious 
acute cases or during exacerbations, espe- 
cially if the patient is contented ; but physi- 
cal rest should not be insisted on at the 
price of mental unrest, worry, or anxiety. 
Reassurance, confidence and hopefulness 
are invaluable aids. The patient should be 
instructed that fluctuations in blood-pres- 
sure are no criterion of the seriousness of 
the case and should be convinced of the un- 
wisdom of asking about his blood-pressure 
—which should not be taken too frequently. 
Patients should be cautioned against enter- 
ing upon hazardous financial ventures, legal 
proceedings, etc., but unnecessary and fussy 
interference with their ordinary routine, 
work, business interests, social activties, 
golf, riding, walking and other exercise, 
should be avoided, though these may all re- 
quire restriction within the limits ,of his 
strength. Some real and definite interest 
is necessary to prevent introspection, worry, 
or mental depression. Advising treatment, 
traveling or other measures beyond the 
patient’s means may be very harmful. 
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The diet should be plain, nutritious, very 
moderate in quantity; proteins limited but 
not excluded; plenty of “roughage” to 
stimulate intestinal peristalsis and assist in 
thorough evacuation; milk and milk foods 
in various forms, fruits, green vegetables, 
and cereals, should form the major portion 
of the diet; broths, highly seasoned and 
rich foods should be avoided. 

Allan claimed very beneficial results from 
extreme restriction of salt, but others have 
not confirmed his results. Mosenthal cau- 
tions against excess of carbohydrates, point- 
ing out the tendency to hypertension in 
obesity and diabetes. 

Coffee and tea, unless weak, are better 
avoided. Plain distilled or alkaline waters 
should be used liberally. If alcohol is taken, 
a small allowance of whisky at dinner or 
bedtime is best. There is no clinical evi- 
dence that alcohol per se is a cause of hy- 
pertension. 

In the obese a very gradual loss of weight 
is beneficial, also reduction of abdominal 
girth and tension. 

Tobacco should be used in strict modera- 
tion. 

The necessity for careful attention to the 
bowels is generally recognized. Mercurials 
and salines are of value, but their prolonged 
use should be avoided and milder laxatives 
substituted from time to time. Irrigation 
of the bowel with warm, normal soda solu- 
tion, if feasible, is a useful procedure. 

Avoidance of chill, exposure, fatigue, 
sudden efforts, and physical strain is im- 
portant; keeping the skin warm and active 
and prolonged warm baths at bedtime are 
useful. 

Bromides, chloral and other sedatives are 
among our most valuable remedies by help- 
ing to calm the nervous system, control 
emotional disturbance, and induce sleep. 
Morphine may be required in advanced 
cases to relieve dyspnea, restlessness, in- 
somnia, and often gives the patient a great 
deal of comfort. 

Nitrites are not of much value, but may 
be used in acute exacerbations or for angi- 
nal symptoms. 


Iodides in small doses over long periods 
and thyroid extract are probably more gen- 
erally advised than any other drugs. No 
striking effect is noticed from them, but 
they are perhaps worth trying out. In 
menopausal hypertension ovarian extract, 
thyroid extract, etc., appear to be of value. 

Digitalis and diuretin are often beneficial 
if there is evidence of myocardial weakness. 
Citrate of potash in the morning glass of 
water from time to time is useful. 

He has seen no benefit from radium wa- 
ters, high-frequency current, ultra violet 
rays, and similar measures. Bleeding in 
sthenic cases may be of value, but its effect 
is transient. Anderson asserts it is indi- 
cated in pulmonary edema and believes it 
may be useful in convulsive seizures and 
other sudden crises. 





The Treatment of Pneumonias in Chil- 
dren by Means of the Blood and 
Serum of Chickens. 

In the Archives of Internal Medicine for 
December, 1924, BerGEr and MonTGomery, 
in summarizing their paper on this subject, 
report that there is present in the normal 
chicken serum a protective substance 
against the pneumococcus of types 1, 2, 
and 3. 

That this protective substance is not an 
agglutinin. 

That agglutinating power can be pro- 
duced in the blood and serum’ of chickens 
by the intraperitoneal injections of live 
pneumococci, but without increasing the 
protective power of this serum. 

That the chicken is tolerant to large 
doses of pneumococci interperitoneally with 
no untoward results. 

That the protection afforded by chicken 
serum is inversely proportional to the period 
of time elapsing between the infection and 
the administration of the serum. 

That the protective power of chicken 
serum, if unpreserved, in time becomes 
very much attenuated, even if kept under 
sterile conditions, and may finally become 
entirely inert. 
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. That the protection afforded by normal 
chicken serum is shared, if at all, to a very 
much less degree by the other serums em- 
ployed in these experiments. 

That in both bronchopneumonia and 
lobar pneumonia, clinically the mortality 
can be greatly reduced by the addition of 
chicken blood or serum to the usual meth- 
ods of treatment. 

That the convalescent period in pneu- 
monia can be very much reduced by the 
administration of chicken blood or serum. 

That the duration of illness preceding the 
injection of the chicken blood or serum, 
the dosage given and the age of the serum 
used in each individual case are vital fac- 
tors. 

They feel that greater possibilities exist 
along this line of treatment and rest in a 
more refined method of concentrating the 
antibodies or by salting out the precipitins. 





The Germicidal Properties of Chemi- 
cally Pure Soaps. 

In the Journal of Infectious Diseases for 
December, 1924, WALKER discusses the 
relationship between the bactericidal activity 
of soaps and their lowering of surface ten- 
sion, and points out that this does not 
explain the selective action of the various 
soaps, nor the relative resistance of the 
typhoid bacillus and the marked resistance 
of the staphylococcus. It may be noted, 
however, that there is no method available 
for directly measuring the interfacial sur- 
face tension between the liquid and bac- 
terium, and it is usually assumed that the 
tension here varies with that of the liquid- 
air interface. However, as pointed out by 
Rideal, this is by no means universally 
true. This affords ground for suspecting 
that the interfacial tension at the bacterium- 
soap interface may not be the same for all 
bacteria, and hence there is a possibility 
that the germicidal properties of soaps and 
the resistance of bacteria may be more 
Closely correlated with surface tension in 
the future. 

Soaps prepared from pure fatty acids 
differ markedly in their germicidal proper- 
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ties, although sodium and potassium soaps 
of the same fatty acid do.not differ greatly 
in this. respect. 

The lowermost members of the fatty 
acid series possess no, or limited, germicidal 
properties against the organisms tested. 

Staphylococcus aureus possesses marked 
resistance to the action of soaps, not being 


‘killed by any of them under the conditions 


of these experiments. 

The pneumococcus shows marked sus- 
ceptibility to the action of the laurates, 
oleates, linoleates, and linolenates, being 
killed in fifteen minutes by a N/10,240 
(approximately 1:50,000) solution of so- 
dium laurate. A one-per-cent solution of 
phenol is required to kill under the same 
conditions. 

The streptococcus is killed by the same 
soaps as the pneumococcus, although it 
does not possess the same extreme suscepti- 
bility. 

Bacillus typhosus is considerably more 
resistant to the action of soaps, although 
killed in fifteen minutes by N/20 to N/40 
(1.5 to 0.5 per cent) solutions of the soaps 
of the saturated acids, from lauric to 
stearic inclusive. A one-per-cent solution 
of phenol is also required to kill under 
similar conditions. On the other hand, B. 
typhosus is markedly resistant to the soaps 
of the unsaturated acids, despite the strong 
action of the latter on the pneumococcus 
and streptococcus, These soaps hence show 
marked selective activity for the pneumo- 
coccus and streptococcus. 

The soaps of myristic, palmitic, and 
stearic acids kill the pneumococcus, strepto- 
coccus, and typhoid bacillus in about the 
same concentration, and hence exhibit no 
marked selective action. 

The laurates, in that they are strongly 
germicidal toward the pneumococcus and 
streptococcus, and at the same time show 
definite germicidal properties toward the 
typhoid bacillus, seem to possess the most 
general action as germicides. The marked 
resistance of staphylococcus aureus, how- 
ever, of course limits the use of soaps as 
general antiseptics. 

The presence of blood serum and broth 
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has an inhibitory effect on the action of 
the soaps, although the presence of even 50 
per cent serum did not completely destroy 
the action of the stronger solutions. 

In common with other germicides, soaps 
act best at higher temperatures. 

No attempt is made to explain the germi- 
cidal effect of soap solutions, although it 
may possibly be related to their depressor 
effect on surface tension. 





How Salt Preserves. 

In the Journal of Infectious Diseases for 
December, 1924, Rockwett and Esertz 
state that they have shown in previous 
articles that the inhibitive action of sodium 
chloride on bacterial growth is affected by 
the amount of protein present, the tempera- 
ture, and the reaction; hence it can be 
readily understood how variations in these 
conditions in turn affect the various ways 
in which salt preserves. 

The preserving of proteins with salt in- 
volves more than its dehydration effect, 
there being at least four factors, namely, 
dehydration, direct effect of chlorine ion, 
removal of oxygen, sensitization against 
carbon dioxide, and interference with rapid 
action of proteolytic enzymes. 





The Pathological Tonsil in the Adult. 

In the Canadian Practitioner for Decem- 
ber, 1924, LivINGsTONE states that he has 
found the following technique most satis- 
factory and is employing it at present. 
The tonsils are prepared as for local 
enucleation, although the same degree of 
anesthesia is not necessary and the pharynx 
and the base of the tongue desensitized. 
The patient is placed on an insulated chair 
in circuit with the machine, and with proper 
illumination the field of operation is readily 
accessible. 

He believes that the best results are ob- 
tained by burying the electrode in several 
places and concluding with a thorough 
desiccation of the surface. 

Another aid, which proves of value, is 
the external treatment of the whole region 
of the throat by diathermy for the three or 
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four days following the operation; and 
this will also apply to the after-treatment 
of enucleation. Its application in this 
region improves circulation, corrects pas- . 
sive stasis, and stimulates absorption. It 
tends to offset the disappointment over 
results often obtained after treatment or 
removal of tonsils by any of the recognized 
methods. 

The chief requisite for a satisfactory 
electro-coagulation is a pliable throat. In 
a few subjects, particularly where the 
nervous element predominates, the tongue 
is so intractable and manipulation so diffi- 
cult that he advises the previous injection 
of an H. M. C. tablet. This tends greatly 
to modify the pharyngeal and tongue reflex 
and to quiet the patient. 

The question may be asked what evi- 
dence does he offer to support his advocacy 
of this method. He says that he regrets 
that he has only the usual office records, 
and all treatments were carried out in his 
office on private subjects. Moreover, to 
be of value, case reports should show the 
results of treatment after an interval of 
several months, and such data are difficult 
to secure. If the patient be relieved of the 
symptoms which suggested operation, then 
whether enucleation or electricity be em- 
ployed we may justifiably infer that the 
method is satisfactory. The latter has sev- 
eral advantages which claim attention. It 
is safe. It requires only local anesthesia, 
and there is neither bleeding nor operative 
shock. It entails no loss of time by the 
patient, and, apart from sufficient local 
reaction to produce a sore throat for a few 
days, there is little discomfort. 

His own experience with this treatment 
embraces less than thirty cases. The ma- 
jority of these have shown as sufficiently 
gratifying results as in a similar number 
of tonsillectomies. Failure in the remain- 
der may be assigned to two causes, either 

faulty diagnosis or insufficient treatment, 
and he is convinced that the lack of re- 
sponse in selected cases was due to the 
latter reason. 

The high-frequency current has demon- 
strated its usefulness in other departments, 
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and is by no means a stranger to the genito- 
urinary surgeon in treatment of papilloma 
of the bladder. Livingstone calls attention 
to it only as regards its possibilities in the 
realm of tonsillar therapy. If, as he be- 
lieves, it offers a prospect of dealing with 
septic tonsils in many of these adult cases, 
which, from the incidence of age or the 
presence of any constitutional disease, may 
be regarded as bad operative or general 
anesthetic risks, then he considers that it 
merits a fair trial. 

He has endeavored to outline briefly in 
his paper his views on tonsillar electro- 
coagulation derived only from his own 
limited experience. He admits that further 
investigation will either justify or refute 
its value. 





Emetine Only in Amebic Hepatic 
Abscess. 


In the Lancet of December 20, 1924, 
Hopson reminds us that in the course of 
his third Lettsomian lecture, delivered in 
1922, Sir Leonard Rogers makes the state- 
ment that he has long thought and has proof 
that already formed single or multiple ab- 
scesses can be cured by emetine, and he 
mentions that cases have been recorded in 
which patients with obvious abscesses have 
recovered under emetine without operation, 
but he adds that it is clearly advisable to 
hasten recovery by removing the sterile 
pus. This only serves to show how strong 
is surgical tradition. G. C. Low has also 
written that “in border-land cases between 
hepatitis and hepatic abscess emetine should 
be pressed. It is often remarkable how 
symptoms which almost certainly denoted 
an abscess may all clear up and disappear 
under its influence.” 

As it has now been conclusively proved 
that even a large amebic hepatic abscess 
can be entirely absorbed after and in con- 
sequence of the administration of emetine 
alone, he urges that surgical measures of all 
sorts should no longer be regarded as 
necessary until emetine has been given a 
fair chance. In the recorded cases improve- 
ment is very rapid, so that there is no long 
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delay in decision as to success and failure, 
and no harm is done to the patient who, in 
a very high percentage of cases, is spared 
the trouble and anxiety which attaches to 
anesthetics, aspirations, and other surgical 
interferences. There are two diseases which 
are analogous in many respects which no 
one in the one case and few in the other 
think of dealing with by active surgical in- 
terference. The gumma has been referred - 
to, but the modern treatment of bone tuber- 
culosis is the second obvious analogy, and 
only differs from the gumma and the amebic 
hepatic abscess because in these there is the 
specific remedy to kill off the invading or- 
ganisms, while in the case of tuberculosis 
the process of cure depends entirely on the 
destruction of the tubercle bacilli by the 
natural defence processes of the individual. 
In all these diseases once the cause has been 
removed the absorption of its more or less 
fluid effects offers no difficulty, and occurs 
with very great rapidity and completeness. 





Sleep, Sleeplessness, and Sleepiness. 


In the Lancet of December 6, 1924, Morr 
states that pain is best relieved by mor- 
phine, either hypodermically combined 
with atropine, or by mouth. In some cases 
morphine combined with hyoscine (% gr. 
of the former to 1/200 or 1/100 gr. of the 
latter) ; for the lightning .pains of tabes, 
veronal and aspirin may be given, but 
pyramidon (5 to 8 grs.) is most effective. 
For sleeplessness due to toothache and 
trigeminal neuralgia, he has found useful 
croton-chloral-hydrate (5 to 10 grs.), with 
tincture of gelsemium (5 to 15 mins.), re- 
peated in four hours if no relief. 

“General requirements for insomnia: (1) 
They shall produce sleep of sufficient depth 
without secondary action, especially on 
respiration and circulation. Those which 
contain Cl are more depressant on respira- 
tion and circulation. (2) Sleep shall be 
quickly induced—e.g., within half an hour. 
This depends upon the ease with which they 
are dissolved and absorbed. Tabletg should 
always be crushed—otherwise -give powder 
in cachets. (3) The action should be of 
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sufficient duration—namely, six to eight 
hours. (4) Rapid and complete excretion 
or conversion into a harmless product; 
otherwise there will be a tendency to ac- 
cumulative effects. (5) Prolonged use of 
same drug should be avoided for two 
reasons: first, because of cumulative effect 
and tolerance requiring increased dosage; 
second, habit formation.” 

If sleeplessness has its origin in mental 
strain and unrest,. anxiety, mental conflict, 
or psychic causes, chloral hydrate or some 
other hypnotic of the fatty series, namely, 
paraldehyde, chloretone, chloralamide, or 
the coal-tar derivatives—e.g., sulphonal, 
trional, or one of the barbituric acid series: 
veronal, dial, luminal, bromural, dormiol, 
adalin, may be employed. The great ad- 
vantages these drugs have over morphine 
are that they do not cause constipation, and 
the danger of becoming habituated to them 
is less. The action of chloral hydrate is 
similar to chloroform but more lasting. 
Sleep is quiet and deep, often accompanied 
by dreams: dose 10 to 20 grains. This 
drug is often combined with an equal quan- 
tity of a bromide salt, and in mental cases 
with an equal quantity of bromide together 
with cannabis indica and hyoscyamin. In 
cases in which there is an idiosyncrasy, 
chloral is liable to produce urticaria, ery- 
thema, and other skin eruptions. For 
ordinary sleeplessness chloral and veronal, 
or its sodium salt medinal, are frequently 
used as good remedies in the delirium of 
fever—for example, typhoid, in which, 
owing to its action on the heart, chloral 
had better not be used, nor in cases in 
which heart and lung diseases exist. 
Chloralamide, 1.5 grs. equal 1 gr. of 
chloral, is a useful drug. Adalin is a hyp- 
notic of moderate strength, often acting 
well; it has the advantage of being quickly 
eliminated. Bromural is a hypnotic and 
sedative, weak in action, but has very little 
toxicity; 5-10 grs. in tablets is the dose. 
Paraldehyde, if it were not for its unpleas- 
ant taste and the odor of the breath after- 
wards, ‘would be more extensively used. 
It is safer than chloral because there is no 
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action on the heart or respiration; 1-2 
drachms or more may be given in cases of 
typhoid fever and cardiac diseases. It is 
especially useful in mental diseases, where 
prolonged use of hypnotics may be neces- 
sary. It may be given with 5-10 grs. of 
veronal, medinal, or trional to prolong the 
sleep. Dormiol is a combination of amy- 
lene and chloral. It is recommended on 
account of its rapid action and is in most 
cases reliable. It is given in capsules 8-15 
grs. Veronal, diethyl-barbituric acid, is 
apt to be cumulative like sulphonal, and 
should not be given for more than a week, 
Luminal belongs to the barbituric acid 
series, but the ethyl group C,H, is replaced 
by C,H,, phenylethyl. It is especially suit- 
able for cases of sleeplessness where the 
disease takes the form of night attacks. It 
is much used for epilepsy, 4 to 2 grs. twice 
or three times a day. Dial, diallyl barbi- 
turic acid, is used in many of the mental 
hospitals and he has found it useful as a 
hypnotic, but like other drugs of this series 
it is not well to continue its use for long: 
the dose is one tablet of 1% grs. to one and 
a half to two tablets. Most of these hyp- 
notics in powder or tablet form should be 
given in hot milk or some other hot fluid 
half an hour before bedtime. But it should 
always be our main endeavor to restore the 
habit of normal sleep, by the ascertainment 
of the causes of sleeplessness and removal 
thereof. 





Bone-marrow and Spleen in the Treat- 
ment of Anemia. 

In the American Journal of the Medical 
Sciences for December, 1924, LEAKE and 
Evans assert that a review of the partially 
successful empirical use of marrow and 
spleen as hematopoietic agents justified an 
experimental investigation of these mate- 
rials, in which it was demonstrated in nor- 
mal animals and humans that they were 
more efficient in promoting hematopoiesis 
in combination than separately. 

Desiccated spleen and red bone-marrow 
combined in equal proportions by weight 
and administered in 0.3 gm. (5 gr.) cap 
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sules have been found beneficial in the symp- 
tomatic treatment of secondary anemia, and 
present many advantages over iron and 
arsenic. 

In their report, 65 cases of various types 
of anemia are presented, in which the action 
of desiccated spleen and marrow has been 
carefully followed. Of these 65 cases, 47 
were moderately to markedly improved 
with respect to the blood picture and other 
objective criteria, while 18 showed slight 
or no improvement. Among these latter 
are two cases of progressive pernicious 
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anemia, the only cases of this class studied 
by them. 

Desiccated spleen and red bone-marrow 
may afford a valuable addition to the arma- 
mentarium of the physician in the sympto- 
matic treatment of secondary anemia, and 
may be of diagnostic value in the differen- 
tial diagnosis between progressive perni- 
cious anemia and grave secondary anemia. 
The results thus far seem sufficiently en- 
couraging to warrant further careful and 
critical trial of this method of promoting 
hematopoiesis. 





Surgical and Genito-Urinary Therapeutics 


Phrenicotomy. 


In an article upon “Surgery of Pul- 
monary Tuberculosis,’ ALEXANDER (Amer- 
ican Journal of the Medical Sciences, Sep- 
tember, 1924) states that in Sauerbruch’s 
Clinic alone this procedure has been used 
several hundred times for many kinds of 
disease. Twenty to thirty per cent of all 
persons have an accessory phrenic, usually 
arising from the fifth cervical root. The 
periphery of the diaphragm also receives 
sensory nerve fibers from the lower six 
intercostal nerves, the twelfth nerve sup- 
plying motor innervation to the few fibers 
arising from the twelfth rib; the other inter- 
costal nerves carry no motor fibers to the 
diaphragm. 

Complete paralysis of one-half of the 
diaphragm by interruption of both main and 
accessory stems of the phrenic causes that 
half to rise passively into the chest and to 
remain at rest, except that its central tendon 
may be tugged at slightly, almost negligibly, 
by the normal movements of its other half, 
or that it may move slightly, in a paradoxi- 
cal sense, with the respiratory changes of 
pressure of its pleural cavity (Kienbock’s 
phenomenon). The diaphragm atrophies and 
becomes a parchment-like membrane; un- 
less hindered by many pleural adhesions, or 
an unusually stiff infiltrated lung, it may 
be expected: to continue to mount into the 


chest cavity for some months after opera- 
tion. Clinically, a certain amount of pul- 
monary rest and compression is produced, 
especially of the lower lobe, and if there are 
no pleural adhesions the upper lobes are 
similarly affected. It is more exact to speak 
of a relaxation of the lung than of a com- 
pression. Even when the tuberculous lesions 
are predominantly in the upper lobes it is 
usual for some clinical improvement to fol- 
low phrenicotomy: fever, pulse, cough and 
expectoration become less, and upper lobe 
cavities may be seen by Roentgen-ray to be 
definitely narrowed (Zedek). Contrary to 
expectation, cough and expectoration are 
easier after paralysis of the diaphragm than 
before ; this is explained on the ground that 
a lax diaphragm allows the strong abdom- 
inal muscles, always much relied upon in 
coughing, to act more quickly. Phreni- 
cotomy has not been known to cause 
dyspnea or other respiratory disturbance. 
In fact Jehn, Sauerbruch, Lehman, Dehler 
and Stern have performed bilateral phreni- 
cotomy for persistent singultus, or to 
permit artificial respiration in diaphragmatic 
tetanus, and have seen no noteworthy re- 
spiratory disturbance; Jehn’s patient led an 
active life three and a half years after the 
operation and was never dyspneic. 
Observations upon Walter’s patients who 
had had “simple phrenicotomy” (no at- 
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tempt to resect the accessory branch when 
present) showed that some of the dia- 
phragms resumed small normal, instead of 
paradoxical, movements within a month of 
operation (Goetze has seen this occur 
within a few days) ; it may be assumed that 
their accessory phrenics had compensated. 
Fritz saw small normal diaphragmatic move- 
ments in 25 per cent of simple phrenicot- 
omies. After radical phrenicotomy (which 
includes resection of the accessory branch) 
the diaphragm never regains its tone nor 
loses its slight paradoxical movements; the 
state of functional rest is nearly absolute. 

After a simple phrenicotomy the dia- 
phragm rises to a level 3 to 7 cm. higher 
than normal, and higher on the right than 
on the left. Normally the right diaphragm 
is 1 to 2 cm. higher than the left ; on forced 
inspiration there may be a difference of 2 
to 4 cm. Chaoul and Stierlin state that 
scarcely any change in form is visible by 
Roentgen-ray in the costophrenic sinus after 
phrenicotomy. 





Natural Defense Against Common Cold. 


Kark (Lancet, Sept. 27, 1924) observes 
that since the acceptance in medicine of the 
microbic origin of disease, a tendency has 
been noticeable to look to external and ac- 
cidental factors, rather than to internal 
physiological causes, for the “common cold.” 
Its origin has been traced on laboratory 
evidence to microbic infection, but that 
microbic invasion is not the primary cause 
is evident for several reasons: A common 
cold does not per se produce the usual con- 
comitants of infection—rise of temperature, 
quickened pulse, and the like ; it is generally 
brought about by sudden changes of tem- 
perature, e.g., on emerging from a warm 
room into the cold air, discarding warm 
clothing habitually worn, sudden atmos- 
pheric changes frequent in spring and 
autumn; the onset can be produced ex- 
perimentally by exposing any part of the 
body ordinarily protected against cold to 
the effect of a chilling draught. 

The unusual explanation, that the low- 
ered vitality due to the chill makes the body 
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more susceptible to infection, is hardly 
adequate; for the nasal chambers were not 
exposed to new organisms while the cold 
was being induced. The organisms present 
in the nose—saprophytic until the chill be- 
gan to work—surely must require time to 
assume virulence. All infections have a 
longer or shorter incubation period, while 
a “cold” becomes manifest almost immedi- 
ately after exposure. Other vitality-lower- 
ing agencies, such as hemorrhages, never 
induce colds. 

A common cold is the result of a physio- 
logical process overdone; a normal func- 
tion turned into the pathological—as a good 
many pathological conditions are—through 
nature being stimulated to overactivity on 
being called upon to act precipitately in 
defence. 

Nature has made use of the cooling ef- 
fects of evaporation by incorporating it as 
an adjunct to the heat-regulating center of 
the body, as is seen when we perspire on a 
hot day. In the nasal passage we have two 
roomy chambers, with a surface area aug- 
mented by, the convolutions of the turbi- 
nates: from this large surface, normally 
constantly moist, it is estimated that one 
liter of water is evaporated every twenty- 
four hours. Through these moist cham- 
bers a current of air is constantly passing. 
The evaporation resulting therefrom must 
be considerable, and as a consequence the 
temperature-lowering effects on the nasal 
mucous membrane produced by this con- 
stant evaporation must likewise be quite 
considerable. The cooled blood from the 
nasal chambers entering the general circu- 
lation must in its turn help to lower the 
general body temperature. 

Under normal conditions the loss of heat 
to the body resulting from the nasal evap- 
oration is adjusted through the heat-regu- 
lating center, as all other bodily heat losses 
are, by heat production through metabolic 
changes. But when too sudden a demand 
is made on the heat-regulating center it 
cannot be balanced immediately by heat 
production. Nature, then, has recourse to 
another expedient, and that is by stopping 
as soon as possible all the heat leakages 
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which are generally going on in the body. 
As an example of this may be cited the 
contraction of the skin vessels on exposure 
to cold. 

Loss of heat through the nasal chambers 
may be eliminated in two ways: by acting 
on the cooling medium, turning off, so to 
speak, the tap of the chamber containing 
the cooled blood by retarding the rate of 
its inflow into the general circulation; by 
acting on the cooling agent—diminishing 
the air current passing through the nasal 
chambers. 

These two actions are accomplished by the 
heat-regulating center in two ways. The 
nasal mucous membrane has a_ large 
vasomotor nerve-supply as well as very 
numerous nets of blood-vessels. By sudden 
vasomotor paresis a marked stasis and con- 
gestion of the nasal mucous membrane takes 
place. The rate of flow of cooled blood 
into the general circulation is thus greatly 
retarded. The stasis and congestion pro- 
duce at the same time a definite swelling of 
the erectile mucous membrane of the in- 
ferior and middle turbinates and of the 
anterior part of the septum. The air-way is 
diminished, with the result that the volume 
of air that can pass, the evaporation and its 
resulting cooling effects, are all proportion- 
ally reduced. Moisture accumulates in the 
chamber—the cause of the running nose— 
and this again helps further to diminish the 
volume of air passing. 


In addition to this vasomotor controlling 
action, respiration also plays a part in the 
adjustment of both the cooling agent and 


the cooling medium. For, on exposing the 
body to the effects of cold the breath is 
held, respiration is first temporarily in- 
hibited, and if the exposure to the cold is 
continued, respiration becomes shallow. 
This, too, has a double effect. The volume 
of air passing through the nasal passages 
is further lessened, while the suction action 
of inspiration on the nasal circulation is 
diminished. Hence the congestion of the 
nasal mucous membrane is still more fa- 
vored. The importance of this suction 
action is demonstrated by the ease with 
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which a partial blockage of the nose is 
often overcome by a few deep inspirations. 

In this view a common cold is primarily 
a physiological process, a local response of 
a defensive nature to a sudden physiological 
demand. It is only afterwards, when con- 
gestion and stasis have been established, 
when warm, moist air—now almost sta- 
tionary—fills the nasal cavities, that micro- 
bic growth contributes its quota to the 
aggravation of the trouble. _ 

Since the sudden application by the 
heat-regulating center of the vasomotor and 
respiratory brakes, in order to stop the heat 
leakages through the nasal chambers, must 
interfere with the normal functions of the 
nose, it stands to reason that nature would 
make use of this method only as an emer- 
gency measure, under certain contingencies 
which would arise, for instance: 

When the heat-regulating center itself 
is faulty. This is the case in very young 
children whose mechanism, compared with 
that of an adult, functions imperfectly. For 
while an adult’s temperature generally re- 
mains constant irrespective of the tempera- 
ture by which he is surrounded, that of a 
child fluctuates to some degree in accord- 
ance with the variations in temperature of 
the bodies with which it comes in contact. 
This imperfect working of the heat-regulat- 
ing mechanism in the child accounts for the 
susceptibility of children to catarrh of the 
upper air-passages. 

When the auxiliaries to the heat-regulat- 
ing center do not act well—e.g., when the 
skin through too much protection of warm 
clothing has not been allowed to react 
quickly to sudden changes in temperature. 
Thus people who are apt to coddle catch 
cold easily, while soldiers and those who 
lead an open life do not. 

When the heat-regulating center has to 
act precipitately, as on sudden exposure to a 
draught, or during sudden temperature 
changes, as in spring and autumn. 

The better the heat-regulating center is 
functioning, and the more responsive are 
its auxiliaries—the skin and the vasomotor 
nerves—the less occasion would arise under 
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sudden strain for panicky action and its 
product, the “common cold.” It would 
therefore seem that the prevention of the 
onset of common colds can best be achieved 
by training and developing the auxiliaries 
of the heat-regulating center to respond 
quickly to altered temperature conditions. 
Children ought to be hardened from in- 
fancy, cold sponging should follow the daily 
tepid bath, older children should have a 
cold shower. Children should not be over- 
burdened with too much clothing. Finally, 
breathing exercises relieve and overcome 
nasal congestion, the suction action of deep 
inspiration improving the circulation and 
the tone of the nasal mucous membrane. 





Radiotherapeutics of Cancer. 


HERNAMAN-JOHNSON (Lancet, Sept. 27, 
1924) in an excellent article on this subject 
notes that years ago some one observed, cor- 
rectly enough, that x-rays promoted the for- 
mation of fibrous tissue in breast cancer. 
This started a legend to the effect that 
4#-rays always produce fibrous tissue. X- 
rays will, in fact, cause the disappearance of 
a keloid and of pathological fibrous tissue in 
general. They promote natural healing 
processes, inducing fibrous tissue forma- 
tion where this is essential to cure; banish- 
ing it where its presence is abnormal. Yet 
even now there are many surgeons who be- 
lieve the extraordinary untruth referred to. 

The deadly danger of cock-sure theorizing 
lies in this: that a mode of treatment is 
often unjustly condemned solely because a 
theory prominently associated with it is 
proven false or inadequate. At the present 
moment medical diathermy is in consider- 
able danger of such a fate, owing to the 
claim of some of its advocates that it acts 
solely through its heat-producing effects. 
Astute critics very rightly refuse to credit 
heat, however applied, with the powers 
claimed for the diathermic currents, and 

‘therefore dispute the alleged benefits. 

In attempts to convert the heathen who 
are without the fold, stress should be laid 
upon clinical results and theories kept in 

the background. To do otherwise is to put 
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Let us formu- 
late no hypothesis except such as can be 
put to some sort of experimental test in 
vivo; and let us discuss even these only 


the cart before the horse. 


amongst ourselves. Our non-radiological 
colleagues often demand “explanations” for 
the results we claim. The temptation to 
oblige should be resisted, for a lightly given 
opinion may later on, in a medical or sur- 
gical text-book, rise up to condemn us. 

It remains only to set forth in sum- 
mary form certain conclusions. Some of 
these are of the nature of fundamental 
principles; others are statements of per- 
sonal views; but all are based upon what 
actually happens in the living subject, and 
not upon what, in the opinion of those who 
rely upon physical considerations, ought to 
happen. 

The wave-length most suitable for any 
given type of growth can be found only 
by clinical observation. 

If an injury is inflicted by rays of a 
given wave-length, the lesion may be cured 
or mitigated by rays of a widely different 
wave-length. 

We should regard malignant tumors 
from a dynamic and not from a static 
view-point. The microscope does not en- 
able us to say that any two tumors are 
really alike. 

The still healthy parts in the neighbor- 
hood of a tumor play a vital part in the 
success of any therapeutic measure. 

When “intensive dosage” is used, the 
amount of radiation which is concentrated 
upon a tumor should not exceed the maxi- 
mum consistent with the production of a 
healthy reaction in the surrounding tissues. 

The so-called danger of a “stimulating 
dose” is a bogey. If the danger were real 
it would forbid the treatment by x-rays of 
any but the earliest growths. 

The intensive method should rarely be 
used to render a case operable, and never 
as a prophylactic after operation. For this 
purpose, and as a palliative in hopeless 
cases, the small divided dose is alone suit- 
able. 

The radiotherapeutics of cancer cannot 
be studied as a subject unto itself. Nature 
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does not work in’ water-tight ':compart- 
ments: Often she brings about the same 
result by dissimilar means; and: where a 


single measure fails, a combination may: 


succeed. This principle is applicable to 
local procedures, but finds its greatest field 
of usefulness in constitutional treatment. 





The Treatment of Non-tuberculous 
Pulmonary Suppuration. 

Hepstom (Minnesota Medicine, Octo- 
ber, 1924) states that in cases of pulmonary 
abscess, expectant treatment, bronchoscopic 
lavage, pneumothorax collapse, drainage, 
and partial or complete lobectomy have 
their advocates. Expectant treatment in 
such cases is indicated only if patients show 
definite evidence of improvement, or at 
least if they hold their ground during a few 
weeks of observation. Bronchoscopic lav- 
age may be of some benefit in cases in 
which the abscess is located centrally, but 
such abscesses are likely to heal spontane- 
ously. Pneumothorax collapse is probably 
of value in cases in which the abscess is lo- 
cated centrally because it promotes col- 
lapse of the abscess walls, and this facili- 
tates healing. In peripheral abscesses, on 
the other hand, the nearest exit for the 
pus is through the chest wall, and not 
through a bronchus, with perhaps a rela- 
tively narrow sinus opening which allows 
imperfect drainage. 

In any case in which there is doubt as to 
the presence of extensive adhesions a two- 
Stage operation is the safest course. In 
some cases, however, drainage is so urgently 
indicated that it may be safer to suture the 
pleura and to establish immediate drainage. 

Hedblom has usually found it possible to 
localize the abscess definitely by means of 
the aspirating needle. With the needle in 
place, a tract is then burned to the abscess, 
effecting a wide-open drainage of the ab- 
scess cavity. In a few cases in which it was 
impossible to localize the abscess by this 
Means, a tract was burned to the area sus- 
pected and the drainage tract packed. In 
such cases the abscess is likely to break 
Into the drainage tract later, or the tract 
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may be further cauterized. at later! sittings. 
If the :abscess is:'fairly large and. there’ is 
severe coughing: and much. sputum,.it is a 
distinct advantage to leave the ribs in place 
after separating the periosteum. - In cases 
of chronic abscess: of ,long standing, in 
which ‘the x-ray and physical findings show 
definite localization, cautery lobectomy ac- 
cording to the’ method of Graham. offers 
the best chance of cure. Hemorrhage has 
been:a fatal complication in two cases fol- 
lowing cautery. 

Bronchiectasis is ‘usually diffuse but may 
be localized. In the latter type, in which 
the x-ray shows a definite, sharply circum- 
scribed shadow at. the base, drainage has 
produced very marked improvement.so long 
as the drainage opening has been kept 
patent. 

In cases of diffuse unilateral bronchiec- 
tasis, a graded, extrapleural thoracoplasty, 
when sufficiently extensive to produce mas- 
sive collapse of the involved portion of the 
lung, has resulted in improvement in all 
cases, and approximates a symptomatic 
cure in a considerable proportion. The 
operation has been performed typically in 
five stages: resection in two stages of the 
ribs posteriorly, including usually the third 
to the eleventh; resection of the remaining 
lower lateral segments; resection of the 
upper anterior segments; and resection of 
the remaining median segments of the upper 
ribs. Combined local and gas and oxygen or 
ethylene anesthesia is used. After the re- 
section of the posterior segments the nerve 
trunks are isolated and injected, under 
direct vision, with 95-per-cent alcohol. The 
convalescence in these cases is relativelv 
painless, and thus the patients do not ob- 
ject to a several stage operation. Coughing 
is also relatively painless, which is impor- 
tant in the prevention of retention of spu- 
tum, as the patient voluntarily inhibits the 
coughing reflex if coughing is painful. The 
third advantage in the injection of the 
nerve trunks is that the operative field for 
the resection of the anterior and lateral 
segments of the ribs is relatively free from 
pain. The anesthetic effect of the injec- 
tion lasts for several months. Drainage is 
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instituted for from twenty-four to forty- 
eight hours following each operation. 

In certain cases of pulmonary suppura- 
tion the patient’s chief symptoms are a 
chronic cough and large amounts of puru- 
lent sputum. - The physical findings and the 
x-ray show typical signs of a unilateral 
involvement, but owning to thickened pleura 
and shadows produced by pulmonary lesions 
it may be impossible to determine whether 
the condition is abscess or bronchiectasis, 
or a combination of the two. Drainage ob- 
viously is not to be considered. Extrapleural 
collapse is a relative indication. If there 
is a history of frequent exacerbation of 
fever, leucocytosis, and a poor general con- 
dition, it is probable that the primary con- 
dition -was multiple abscess. Extrapleural 
collapse is ineffective because of the failure 
to produce better drainage, and in such 
cases the mortality will be considerable. If, 
however, the clinical course is essentially 
that of bronchiectasis alone, very marked 
improvement may be expected following 
extrapleural collapse. 

Suppurative pneumonitis is a condition 
which usually occurs as a complication of 
multiple abscess or of abscess secondary 
to bronchiectasis, and often is fatal. If the 
process is localized to one lobe, and the 
patient’s general condition is satisfactory, 
a lobectomy seems the operation of choice. 





Direct Injection into the Heart for Ar- 
rest of Heart-beat During 
Anesthesia. 


Howe tt (Lancet, Oct. 11, 1924) reports 
the case of a man, thifty years old, suffer- 
ing from pulmonary and intestinal tuber- 
culosis and having lost 66 pounds in seven 
months. Under oxygen-nitrous-oxide anes- 
thesia the abdomen was opened for the pur- 
pose of doing a short-circuiting operation. 
The anesthetic was continued for one hour 
and fifty minutes, during which period the 
breathing stopped several times, the patient 
becoming cyanotic, this condition being 
remedied by pure oxygen. Finally, just 
after the completion: of a bowel. anas- 
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tomosis, the patient ceased breathing and 
became pallid and pulseless. Rhythmical 
insufflation of the lungs with pure oxygen 
produced a deep spontaneous inspiration 
which was repeated after a considerable 
pause. Three minutes after breathing had 
stopped the hand introduced into the ab- 
dominal cavity for the purpose of massag- 
ing the heart found this organ a flaccid 
bag, paralyzed in diastole. After two min- 
utes of fruitless massage, the patient then 
exhibiting widely dilated pupils and all the 
appearance of death, a syringe was called 
for, which was produced in another mo- 
ment, whereupon one cubic centimeter of 
a 1:1000 solution of adrenalin was injected 
in the region of the heart. No muscular 
contraction following this, another dose of 
YY cc was injected about a minute later, 
without result. After another minute the 
needle was again inserted. It was believed 
to have passed through the middle of the 
ventricles into the pericardium beyond, and 
was then partly withdrawn and 7 minims 
of a pure adrenalin solution was injected 
into the heart. After about ten seconds 
pulsation was felt, at first weak, but rapid- 
ly growing stronger. Within a minute the 
ventricle was beating with considerable 
force and steadily became more rapid. The 
whole time during which the heart stopped 
must have been nine or ten minutes. The 
rate of beat was between 80 and 90, the 
pulse could be felt at the wrist and tem- 
poral arteries, and the color returned to 
the face and lips. Artificial respiration was 
continued for several minutes before the 
patient took a spontaneous breath. The 
breathing was at first shallow, with consid- 
able intervals, but soon became regular and 
deep. The lungs were now found to be full 
of coarse rales, and the breathing sounded 
as if there were a good deal of fluid being 
churned up in the larger air-passages. It 
was concluded that edema of the lungs from 
the temporary stopping of the circulation 
had developed. Dr. Archibald percussed 
the chest, and noting the. obliteration of the 
heart dulness suggested the presence of 
pneumothorax. 

The. patient was returned: to his room: 

















The head was kept low and the administra- 
tion of oxygen’ continued. His systolic 
blood-pressure was 120: He was quite 
unconscious and rather restless, showing a 
tendency to throw: his arms about and move 
his head quickly from side to side. 
Pneumothorax was diagnosed; a needle 


_ was introduced and the air slowly aspirated. 


This had to be repeated frequently as the 
air seemed to collect rapidly and cause re- 
spiratory difficulty. In spite ofthe use of 
oxygen and cardiac stimulants the patient 
died without. regaining consciousness five 
hours and twenty minutes after his heart 
had first stopped beating. Autopsy did not 
show the place where the air had gained 
access to the pleural cavity. It was prob- 
ably at the apex where the surface of the 
lung was torn by the breaking down of ad- 
hesions during removal. There was no sign 
of injury to the lung by the needle used for 
the injection. 

A second case was reported of a man 
seventy-one years of age, who had had a 
prostatectomy. In this case the heart was 
not felt through the diaphragm, but the 
reasons for believing it had. stopped were 
equally strong. There was the cessation 
of pulse, apex beat, and respiration, the 
appearance of the patient’s face, the fact 
that when the needle was pushed into the 
heart no movement was felt, the prompt 
appearance of edema of the lung when the 
heart recovered, and the protracted inter- 
val before the return of consciousness. In 
such emergencies it is very difficult to esti- 
mate time-exactly. 

One of the most noticeable features in 
such cases is the length of time the nervous 
system takes to recover-as compared with 
the heart. There is always a long period 
of unconsciousness afterwards. This is 
well shown in.a case reported by Mollison. 

A boy of six was given a mixture of 
chloroform and ether for the operation of 
removing tonsils and adenoids. Immediate- 
ly on completion the pulse and respiration 
stopped. By means of. direct injection of 
Pituitrin into the heart and massage through 
an opening in the abdominal wall, the heart 
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was started again after thirteen minutes. 
The patient was unconscious, for seven 
days. For ten days he had choreic move- 
ments and symptoms of brain irritation. 
Recovery ensued. ‘i 

A notable feature is the prompt appear- 
ance of edema of the lung, apparently due 
to the arrest of circulation.. The chief les- 
son afforded is the necessity for immediate 
injection of adrenalin into the heart.. When 
breathing stops during anesthesia the first 
thing is to ascertain the condition of the 
heart, for no amount of artificial respira- 
tion will oxygenate blood which is not circu- 
lating. Time spent in giving hypodermic 
injections, hot applications, etc., is. merely 
compromising the chances of recovery. 
Many post-mortems have been done on pa- 
tients in whom cardiac injections have been 
given, but in none has damage to the heart 
been recorded, whereas damage to the heart 
muscle which was inconsistent with life has 
been noted at post-mortems after cardiac 
massage. The needle should be inserted 
into the fourth intercostal space at upper 
edge of the fifth rib, close to the sternal 
border, or else one fingerbreadth inside 
the left border of relative heart dulness. 
By the first route the right and by the sec- 
ond the left ventricle is reached. By either 
the internal mammary artery is avoided. 
The needle is known to be in one of the 
cavities of the heart by the escape of blood 
when the stylet is withdrawn. If-the heart 
is much distended with blood it may be 
advantageous to let some escape. - It would 
seem best to make the injection into the 
heart muscle itself. One French writer 
advises injection into the cavity of the 
heart, believing that absorption through the 
lymphatics of the endocardium can take 
place in time. The injection can be made 
with a spinal puncture needle. Other sub- 
stances than adrenalin have been used, but 
none have proved so satisfactory. The best 
method of artificial respiration is by means 
of the intratracheal insufflation of air. Syl- 
vester’s method has the drawback of ham- 
pering the heart by means of pressure on 
the lower thorax. 
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The Surgery of Wounds. 


GrecorrE (The Military Surgeon, Octo- 
ber, 1924) accentuates three of the subjects 
which war has made familiar to us, and 
which by their importance have more espe- 
cially influenced the surgery of wounds. 
These are the biology of accidental wounds, 
the physiopathology of shock, and surgical 
pneumothorax. It has heretofore been 
thought that an unclean wound was neces- 
sarily doomed to infection and suppuration, 
so extensive débridement, open treatment 
and slow reunion were the rule in civil as 
in military surgery. Continuous irrigation 
of wounds by the Carrel-Dakin method at 
one time produced a notable improvement 
in the treatment of the wounded. In 1916, 
however, Policard and Phelip showed what 
were the successive stages by which a dirty 
wound became an infected one. A soiled 
or contaminated wound becomes infected 
or septic from the moment that the organ- 
isms which have. been introduced into it 
begin to multiply. This reproduction re- 
quires a certain space of time. 

Policard and Phelip have demonstrated 
that for some hours following the receipt 
of a wound the tissues are inert and, as it 
were, in a stupor. The blood-vessels are 
obliterated and the spaces of the wound are 
infiltrated with blood and air bubbles; but 
there is no evidence of diapedesis or inflam- 
mation or of bacterial growth. This con- 
dition lasts from six to eight hours, and only 
at the end of this time begin to appear the 
first signs of reaction of the tissues. The 
elements which are killed lose their cellular 
reaction. Leucocytes invade the area and 
the defense begins to organize. It is true 
that at the same time the microdrganisms 
begin to develop, and of these the anaerobes 
are the first to reproduce. It is not until 
about the twelfth hour that the aerobic bac- 
teria, and especially the staphylococcus, in- 
vade the wound. They find in the necrotic 
tissues a wonderfully favorable culture 
medium. 

From then on the wound, which before 
had only been inoculated, becomes septic 
and must be treated as such, but during the 


THE THERAPEUTIC GAZETTE 








six or eight hours which precede this time 
the surgeon can act efficiently to remove 
from the wound the dead tissue and infect- 
ing organisms. This is the period during 
which immediate suture of wounds is prac- 
ticable. 

These new facts regarding the biology of 
dirty wounds have been fruitful in good 
results. Upon them is based a new point 
of view in the surgery of wounds. Soon 
the method of primary union was not lim- 
ited to wounds of the soft parts. The same 
principles have been applied to wounds of 
the bones, joints, brain, pleura, and lung. 

As to the physiopathology of shock, 
Quenu believes that the war experience has 
enabled us to clear it up. He holds that 
shock is the result of an intoxication pro- 
duced by the albuminoids of the crushed 
muscular tissue. Hence if shock be the 
consequence of an intoxication coming 
from the wound it is necessary as soon as 
possible to operate on the wound, clean it 
out, resect the contused soft tissues, and, 
if the entire limb has its vitality compro- 
mised, to remove it as soon as possible. 

Thoracic surgery was long fearful of sud- 
den admission of air into the pleural cavity. 
Numerous examples were known where the 
sudden opening, either by accident or sur- 
gical interference, of the pleura had caused 
sudden death. The fear of such accidents 
had caused the invention of very scientific 
and complicated apparatus. 

There are two dangers in causing surgi- 
cal pneumothorax. The first is the too 
violent admission of air into the pleural 
cavity. The other is the excitement pro- 
duced in the organs of the mediastinum by 
the dance of the lung exposed to the air. 
These dangers can easily be avoided when 
they are recognized. It is only necessary 
to admit the air slowly and progressively 
into the pleura to avoid the one, and to 
immobilize the lung under the operative 
field to prevent the other. Then the lung, 
collapsed and pushed into the vertebral 
gutter, cannot disturb the operative pro- 
cedures of the surgeon, who can work at 
his ease. A complete suture of the serous 








coat and of the wound, followed by aspira- 
tion of the air, will make the pneumothorax 
disappear and restore its normal play to the 
jung. Thanks to this simple method, many 
patients with chest wounds have been op- 
erated on and cured who would have per- 
ished if there had been necessity for ap- 
paratus, which is very complicated and hard 
to get in time of war. 

Only those cases, which are, however, 
rare, in which both pleuras are opened in 
the course of the operation make the em- 
ployment of this apparatus absolutely neces- 
sary. With this exception it may be said 
that French surgeons are unanimous in 
stating that apparatus for hyper- or hypo- 
pressure are not necessary in cases of uni- 
lateral intervention. Surgical pneumo- 
thorax is a perfect procedure which per- 


mits a clear view and causes no risk to the 
patient. 


Intravenous Use of Mercurochrome. 


Hopkins (Boston Medical and Surgical 
Journal, Oct. 16, 1924) basing his practice 
on reports of favorable results in the intra- 
venous injection of antiseptics in the cir- 
culating blood, employed mercurochrome in 
twelve patients in the Springfield Hospital. 
The dosage was 30 cc of a one-per-cent 
solution which may be repeated on several 
successive days. Its injection is usually 
followed in an hour by a chill and a rise of 
temperature of about 1°. 

His experience with the intravenous use 
of mercurochrome has not equaled the ex- 
pectations to which his hopes were aroused. 
Of the 12 cases there were 5 in which it 
was of no benefit, 5 of temporary or doubt- 
ful benefit, and 2 in which it was of definite 
value. Even in these cases it is impossible 
to prove that the results obtained were due 
to the use of mercurochrome. The cases 
in which temporary improvement was se- 
cured might indicate that daily injections 
should be used over more prolonged periods. 
The reactions following its use were not at 
all alarming except in one case, in which a 
rapid and irregular pulse occurred. This, 
however, responded promptly to digitalis. 
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Intravenous mercurochrome should not 
replace any generally recognized indication 
for surgical treatment. In many cases of 
infection that are not readily controlled by 
simple surgical procedures it is of sufficient 
value to warrant continued trial. In cases 
of septicemia it should always be used, for 
it offers a hope of cure in an otherwise 
usually fatal condition. 





Tarsal Scaphoiditis (Koehler’s Disease). 


SCHROEDER (Archives of Pediatrics, Oct., 
1924) states that in 1908 Koehler described 
a hitherto unobserved disease, occurring in 
children between the ages of five and nine 
years. The clinical symptoms are: limping, 
pain, tenderness, swelling and redness over 
the inner dorsal surface of the foot. X-ray 
examination shows definite and constant 
changes in the scaphoid bone which is di- 
minished in size, its outline is irregular, the 
contour is blurred, and there is decided in- 
crease in density from an abnormal calcium 
content. The prognosis is excellent from 
simple immobilization in plaster of Paris, 
but full recovery may take two years. The 
literature contains, according to Alberti, at 
least 64 references to this condition, and 
from the very definite evidences at hand 
of an inflammatory process, it would seem 
logical, as suggested by Mouchet in 1920, 
to call Koehler’s disease tarsal scaphoiditis. 





Recent Developments in Chemotherapy 
of Syphilis. 

Raiziss and TutcHinsky (Urologic and 
Cutaneous Review, October, 1924) note that 
the most important remedies in the treat- 
ment of spirochetal infections are arsphena- 
mine and its condensation product with 
formaldehyde-sulfoxylate, neoarsphenamine. 
Millions of doses of these preparations are 
being administered to patients suffering 
from syphilis, frambesia, recurrent fever, 
malaria, and other infectious diseases. Of 
the products, however, neoarsphenamine is 
the most preponderant. 

The three-acetyl-amino-4-hydroxy-phenyl- 
arsonic acid has been found very active in 
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chicken spirillosis and only a little less so in 
trypanosomiasis. Levaditi and Navarro- 
Martin studied the drug in syphilis, when 
given subcutaneously and orally. They 
found that they could obtain rapid and defi- 
nite cure of the syphilitic lesions by admin- 
‘istering this drug per mouth. They claim 
that the spirochetes disappeared within two 
or three days. The elimination of arsenic 
in the urine shows that it is absorbed com- 
paratively rapidly and in quite large quanti- 
ties. The statement- of the investigators 
that to influence syphilitic lesions the same 
amount of the drug is required per os as 
when given subcutaneosuly is most striking. 
Still more striking is the finding of Four- 
nier, Guenot and Schwarz that this prepara- 
tion is of high value in the prophylaxis of 
syphilis. They claim that a timely adminis- 
tration per os of relatively small doses will 
prevent the development of the infection. 

A striking report has been published by 
Lorenz, Loevenhart, Blackwenn, and 
Hodges, on “The Therapeutic Use of Tryp- 
arsamide in Neuro-syphilis.” The authors 
began the investigation of tryparsamide on 
the basis of favorable results obtained by 
other investigators in animal experimenta- 
tion with the drug.’ Among other things, 
they state that the drug can be tolerated in 
large doses. Intravenously patients can tol- 
erate as much as five grammes—though 
three grammes is considered the average 
safe dose for an adult. 

Of further and greater importance, how- 
ever, are the facts which permit these inves- 
tigators to recommend the preparation in 
the treatment of syphilis of the central 
nervous system. Evidence has been obtained 
that the drug possesses an affinity for the 
tissues of the central nervous system. They 
administered this product to patients com- 
mitted to institutions as insane and diag- 
nosed as suffering mainly from paresis, and 
found, first, that tryparsamide can be em- 
ployed in a dosage of three grammes with- 
out local or general symptoms of intoxica- 
tion either immediate or late; and second, 
that the clinical and serological improve- 
ment in early and violent cases of paresis 
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was remarkable. These authors further re- 
port that out of forty-two far-advanced 
paretic patients, twenty-one had been dis- 
charged from the hospitals and are work- 
ing. Likéwise in twelve earlier cases of the 
(relatively) acute and extremely agitated 
type of paretic, the results have been most 
favorable. Seven patients fully recovered 
their normal mentality, were discharged, 
and are earning their livelihood. However, 
Brown and Pearce emphasize the fact that 
tryparsamide possesses the potentiality of 
injuring the optic tract, and cases should be 
carefully selected in this respect before 
treatment is instituted. 

A compound that has gained high recog- 
nition despite its, as yet, brief use in the 
treatment of syphilis is bismuth. The bulk 
of experimental work on this subject, how- 
ever, was done by Sazerac and Levaditi, 
who investigated the action of a number of 
bismuth compounds in experimental animal 
infections and came to the conclusion that 
of all the compounds thus far prepared, the 
tartrobismuthate of sodium and potassium 
was the most effective. 

Intravenous injections of this drug are 
highly toxic, much more so than arsphena- 
mine and neoarsphenamine. In this re- 
spect the potassium tartrobismuthate resem- 
bles the organic compounds of mercury. It 
resembles mercury also in two other ways: 
it has no effect upon trypanosomes, but 
‘does exert a powerful influence in experi- 
mental rabbit syphilis. The results of in- 
tramuscular injection of the compound are 
somewhat encouraging. 

While organic compounds of arsenic and 
more recently of bismuth have been found 
of great importance in the treatment of 
various diseases, organic compounds of mer- 
cury have not aroused any particular hopes, 
largely on account of their toxicity. Mer- 
cury has a great affinity for the cells of the 
kidney, causing, not infrequently, acute and 
chronic nephritis. Raiziss and Brown have 
found that mercurials in sublethal doses, 
especially when injected intravenously, cause 
a large increase in the non-protein nitrogen, 
urea nitrogen and creatinin content of the 
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blood—thus indicating acute nephritis. The 
most important problem, therefore, for re- 
search workers in this field has been the 
elaboration of effective mercurials having a 
low toxicity when injected intravenously. 
The greatest difficulty with mercury is the 
fact that it is impossible, because of its high 
toxicity, to inject sufficiently large amounts 
to cause the destruction of parasites. Of 
late, however, medieal literature has re- 
ported several organic mercurials which de- 
serve the consideration of chemotherapeu- 
tists either on account of their low toxicity 
or very high destructive effect upon patho- 
genic microorganisms. 





Embolism of the Mesenteric Arteries. 

Cottins (Illinois Medical Journal, Sep- 
tember, 1924) says that this condition forms 
a clinical picture very difficult to diagnose, 
and yet an early diagnosis followed by a 
pronfpt surgical operation offers practically 
the only hope of relief. The condition of 
embolism of a mesenteric artery presupposes 
as a cause one of those diseases which lead 
to the formation of thrombi from whence 
emboli can arise. Endocarditis ranks first 
in the frequency of such diseases, followed 
by atheroma of the aorta, and arteriosclero- 
sis, especially of the mesenteric artery. Eliot 
points out, however, that in a very consider- 
able proportion of cases there is no history 
of previous illness. and no. discoverable 
cause. 

The cases reported fall naturally into two 
groups, acute and chronic. The group of 
acute cases is by far the larger. In those 
cases there is a sudden onset of acute col- 
icky abdominal pain often when the patient 
is apparently in good health. Then comes 
nausea, vomiting, often bloody, and diar- 
thea, also often bloody. Or the picture is 
one of obstinate intestinal obstruction of 
the paralytic type. Often no flatus is passed 
and the temperature falls below normal. 
The abdomen finally becomes distended and 
death occurs in a few hours or days. 

The second or smaller group, of chronic 
cases, is characterized by insidious onset and 
chronic, “sometimes remitting symptoms. 
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Where a spontaneous cure results, anasto- 
mosing vessels take up the work of those 
which are blocked. 

Jackson, Porter and Quinby reported 214 
cases culled from the literature. Five cases 
presented no symptoms referable to the 
abdomen. The vomitus was normal stom- 
ach contents, bile-stained, fecal, or bloody, 
according to the location, severity and dura- 
tion of the process. 

Five factors should be considered in mak- 
ing the diagnecsis : 

1. There must be a source of the embolus. 

2. There are present, usually, copious 
bloody bowel movements. 

3. There is a quick and marked fall of 
bodily temperature. 

4. There are colicky abdominal pains 
which are usually very severe. 

5. In the later stages distention of the 
abdomen occurs and free fluid. 





Acute Pneumonic Pulmonary Tubercu- 
losis Treated by Artificial 
Pneumothorax. 


TorrENs and Witcock (British Medical 
Journal, Oct. 11, 1924) report on two 
cases, holding that in most instances of 
acute caseous tuberculosis (lobar pneu- 
monia type) there is a fatal termination 
within three months of the onset of illness, 
while nearly all who succeed in overcom- 
ing the initial toxemia succumb to fibro- 
caseous disease and bronchopneumonic ex- 
tension within eighteen months. A very 
few are alive at the end of two years and 
are usually incapacitated by reason of ex- 
tensive fibrocaseous and fibroid pulmonary 
disease. 

The first case, sixteen years old, in Jan- 
uary, 1922, contracted influenza. In three 
weeks he was well and returned to school. 
A day thereafter he had a chill and three 
hemorrhages totaling about 12 ounces of 
blood. There was a rapid development of 
the signs of consolidation in the-upper half 
of the right lung, and later on increasing 
infiltration of the right base. The early 
picture suggested lobar pneumonia, but no 
crisis occurring the temperature began to 
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swing widely. The case was diagnosed as 
one of acute pneumonic tuberculosis. At 
the end of a fortnight the lung was satis- 
factorily collapsed by means of five injec- 
tions. After pneumothorax there was no 
further expectoration of sputum, which 
had been loaded with Tb bacilli. The im- 
provement was slow, but steady. There 
was a gain of weight of 22 pounds in 
eighteen months, interrupted by pleural 
effusion, which was replaced by gas. Later 
the fluid became purulent and 18 ounces of 
it were removed. This procedure was re- 
peated once again. At the present report 
two years later this boy is doing pick and 
shovel work, is afebrile, without cough, the 
signs in the left lung have long since dis- 
appeared, and he looks and feels perfectly 
well. 

The second case was reported with satis- 
factory progress. 

Radiographic examination of this type of 
case shows that, in addition to the primary 
“pneumonic” focus, there is, within a few 
weeks, considerable secondary broncho- 
pneumonic involvement of the remainder 
of the same lung, and also similar impli- 
cation, to a variable extent, of the opposite 
lung, usually about its middle zone. 

It is reasonable to suppose that toxemia 
will be limited, and further spread of dis- 
ease to the opposite lung be checked, so 
soon as the primary lung can be collapsed 
by artificial pneumothorax. 

Just as in the treatment by’ artificial 
pneumothorax of ordinary fibrocaseous 
tuberculosis, the presence of definite (even 
considerable) disease in the “sound” lung 
need be no deterrent, if for other reasons 
the treatment is deemed advisable, so in 
acute caseous form artificial pneumothorax 
should be attempted provided there be only 
a small or moderate (up to one-third) in- 
volvement of the “healthy” lung. 

This almost inevitable secondary implica- 
tion of the “healthy” lung is, however, one 
very cogent reason for beginning the treat- 
ment by artificial pneumothroax as early 
as possible, and another reason, equally 
cogent, is the fact that if treatment be 
delayed more than a few weeks the forma- 
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tion of tough pleural adhesions may prevent 
satisfactory collapse of the affected lung, 
and the efficacy of the treatment may be 
correspondingly impaired. It is not usual- 
ly possible to diagnose this form of tuber- 
culosis with certainty till the second or third 
week, since it is likely to be regarded as 
ordinary pneumonia till about the four- 
teenth day, when the absence of crisis, the 
swinging temperature, and the evidence of 
softening may lead to a correct diagnosis; 
the discovery of tubercle bacilli in the spu- 
tum may be expected toward the end of 
the second week, but their appearance may 
be delayed for some time further. In any 
event the diagnosis should be established 
and treatment commenced in nearly every 
case by the end of the fourth week, and in 
some cases quite a week earlier. 





Abnormal Frequency of Urination in 
Women. 


Herter (Northwest Medicine, October, 
1924) from the study of 250 cases present- 
ing this symptom notes that the average 
duration of the complaint in those consult- 
ing him was seven years, the longest period 
being thirty-five years. Frequency occurs 
alone as a symptom in 20 per cent of the 
cases. In others it is associated with such 
symptoms as dribbling and sense of incom- 
plete emptying and hematuria. By far the 
most common combination was frequency, 
urgency, burning and pain on urination, 
producing the symptom-complex of vesical 
tenesmus. 

The complaint was commonest between 
the ages of thirty and forty. The onset was 
usually gradual. After correction of its 
underlying cause, if this be found, such as 
for instance repair of weakned or lacerated 
‘pelvic floors, removal of tumor, cure of 
inflammatory processes, the correction of 
uterine malposition, relief can be given by 
local treatment directed to the urethra 
rather than the bladder, and consisting 
chiefly of dilatations up to 30 to 35 F. It 
may be necessary occasionally to apply 5- to 
10-per-cent solution of silver nitrate to the 
trigone and urethra through the endoscope. 
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OpeRATIVE SurRGERY. By J. Shelton Horsley, 
M.D., F.A.C.S. Published by C. V. Mosby 
Co., St. Louis. Second Edition, 1924. 


The fact that a second edition of this 
book has appeared within three years after 
the first edition is evidence of its favorable 
reception by the profession. The author 
has tried to depart from the usual form of 
a text-book in laying stress upon the preser- 
vation of the physiological function and the 
interpretation of the biological processes 
that follow surgical operations. This plan 
makes it necessary that the text should be 
discursive, and it will be best appreciated 
by the surgeon of experience. It is ques- 
tionable whether such a philosophy of oper- 
ative surgery should be presented to the 
undergraduate medical student or reserved 
for the inexperienced surgeon. This char- 
acteristic, however, only adds to its value 
and attractiveness to the men of experience. 
Another confusing element in his presenta- 
tion is the deliberate omission of many of 
the classical operative procedures and the 
selection of but one or a very few to meet 
definite surgical conditions. Horsley ex- 
plains in the preface that every operation 
described is the one that he does or else 
considers to be the one best suited for the 
disease. This adds, of course, the personal 
equation to the work and is one of the many 
factors which make the reading of this 
book so stimulating. 

The greatest change in the second edition 
is a chapter on the principles of operative 
procedures for malignant growths. In in- 
cluding, as one of the accepted operative 
procedures, the operation of lymphaticos- 
tomy of Costain, for late obstruction of the 
bowels, his judgment may be questioned. 
This operation, at the present time, is 
largely an experimental demonstration, and 
clinical surgeons question the advisability 
of draining, by a rather difficult operative 
Procedure, the toxic products, which form 
in the jejunum and upper bowel, after they 
have entered the lymphatics and eventually 
the thoracic duct. 


Reviews 


The discussion of the subject of surgical 
drainage is stimulating. The chapter on 
the suturing of blood-vessels is unusual in 
its detail and in showing the mature experi- 
ence of a ‘surgeon interested in this subject. 
The chapters devoted to abdominal surgery 
are to be commended for their philosophy, 
the beautiful illustrations, and the detailed 
descriptions of the technique. These in- 
clude the gall-bladder, stomach, and the 
intestines. We also call attention, with 
approval, to his criticism of the usual 
methods of removing the appendix by liga- 
tion and invagination. The publishers de- 
serve credit for the physical character of 
the book. The paper, the type, the illustra- 
tions and the index are such that they have 
every reason to be proud of it. 

W. ELL. 


Nouveau TRaiTE bE MépEcINE: publié sous Ia di- 
rection de MM. G. H. Roger, F. Widal et P. 
J. Teissier. Fascicule XIV—Appareil Digestif 
(Intestin). 1 vol. gr. in-8 de 580 pages avec 
168 ay et 7 planches en couleurs, relie 

Red Se Ae os 


Nouveau Traité pE ME£pEcINE: publié sous la di- 
rection de MM. G. H. Roger, F. Widal et P. 
J. Teissier. Fascicule XXII—Muscles, Os et 
Articulations. 1 vol. gr. in-8 de 560 pages 
avec 209 figures et 2 planches en couleurs, 
TEMG ind aS 
The volumes of this valuable series come 
out very irregularly; the two recent ones 
are numbers XIV and XXII. Inasmuch as 
each volume is complete in itself, it makes 
comparatively little difference in what order 
they appear. No. XIV deals with diseases 
of the intestines under the following prin- 
cipal heads: General Considerations ; Gas- 
trointestinal Infections of the Newborn; 
Intestinal Parasites; Semiology of the 
Feces; Diseases of the Rectum and Ter- 
minal Colon. The general arrangement of 
the subject headings and the classification 
are typically French, which means that 
clarity as well as theorization characterize 
the work. 
The volume opens with a chapter on Con- 
stipation, in which the two main varieties, 
the spastic and the atonic, are fully dis- 
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cussed. Treatment receives rather scant 
attention. 

In the section on Diarrhea the authors 
recommend for the treatment of tuberculous 
diarrhea intravenous injections of calcium 
chloride, 2 cc of 50-per-cent solution or a 
weaker solution. 

The section on appendicitis takes up 
thirty-three pages, yet for the differential 
diagnosis the reader is referred to another 
volume. It would certainly have been much 
better to have incorporated this phase of 
the subject in an article which treats of the 
subject otherwise in a very full manner. 
It might be pointed out, however, that the 
reviewer was not able to find any reference 
to leucocytosis or to the importance: of 
rectal examination. 

As showing the different point of view 
that continental writers, particularly French 
writers, take of duodenal ulcer from that 
taken by American writers, it may be men- 
tioned that the treatment of duodenal ulcer 
is dismissed in one and one-quarter pages. 
The section on Animal Parasites, particu- 
larly that of Perroncito on ankylostomiasis, 
is very satisfactory. Diseases of the Rec- 
tum and Terminal Colon take up 116 pages, 
which is rather disproportionate to ulcers 
of the intestines, including duodenal ulcer, 
te which but twenty-two pages are allotted. 

References to American writers are fair- 
ly frequent, especially in the sections on 
ulcer and appendicitis. Illustrations are 
abundant and excellent; the color plates 
are unusually fine. 

Volume XXII contains chapters on dis- 
eases of the muscles, bones and joints, and 
is a most satisfactory work. Under diseases 
of the muscles the myopathies and the 
various forms of myositis are considered. 
The diseases of the bones are classified as 
diseases due to infections, to parasites, 
vegetable and animal, to dystrophies, ac- 
quired and congenital, and diseases of un- 
known causation, such as Paget’s disease, 
leontiasis ossea, etc. 

The section on Rickets, by Spillman, is 
exhaustive in’ all phases except etiology. 
Here the newer work of Mellanby, Hess, 
and others, though mentioned, receives 
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very little consideration. The vitamins 
have not attracted as much attention in 
France as in England and America and 
recently in Germany. 

Osteomalacia, achondroplasia, gonorrheal 
and analogous affections, and arthritis de- 
formans are fully discussed. 

All the articles in this volume are un- 
usually well illustrated. From every point 
of view the volume is one of the best in 
the system, and is not excelled by any in the 
German or English language. 

D.R. 


By Philip D. 
Wilson, A.B., M.D., F.A.C.S., and William A. 
Cochrane, M.B., Ch.B., F.R.C.S. Edin. J. B. 
Lippincott Co. Price $10.00. 


The authors state that this is an attempt 
to report the practice of a group of surgeons 
constituting the staff of the fracture service 
of the Massachusetts General Hospital, and 
Jones, the chief of the staff, gives his official 
confirmation of their success. This is the 
first American book to appear as a result of 
a definite tendency among surgeons to stan- 
dardize the surgical treatment of fractures. 
It also is an expression of one group of 
surgeons engaged in the standardization of 
the treatment of fractures for the American 
College of Surgeons. Their summary of 
the treatment of fracture, including first- 
aid, examination, diagnosis, and treatment, 
is practically that which has been finally 
adopted by the American College of Sur- 
geons after correlating the reports from all 
sections of the country. In. writing the 
book the authors tried to keep in mind the 
need of the general practitioner, realizing 
that the majority of such injuries must per- 
force be treated by them. We question 
whether it is practical for the average gen- 
eral practitioner to employ many of the 
suggested procedures, for they would be 
impossible in many of our first-class hos- 
pitals. We feel that the real object in the 
description of such standard treatment and 
of the results to be obtained with them 1s 
to:warn the general practitioner of his limi- 
tations for certain types of fractures and 
the necessity for him to obtain the best 
hospital care if he is to avoid the criticism 























* of the public and the courts. The recent 


years of experience under the industrial act 
laws have been the means of obtaining in- 
formation concerning the disabling effects 
of injuries and the results of treatment. 
This has disclosed in many instances unnec- 
essary wastage of human material. Thus 
a new goal has been set in the treatment 
of fractures, namely, the complete func- 
tional restoration, which is demanded both 
by the public and by the insurance com- 
panies. 

A unique feature in this work is the 
amount of space that has been allotted to 
the discussion of the anatomy, bony, mus- 
cular and ligamentous, of the normal tis- 
sues, a description of the mechanism by 
which the deformity is produced, and dia- 
grams and anatomical drawings visualizing 
each lesion that is described. In employ- 
ing the excellent cuts from Piersol’s Anat- 
omy and Davis’s Applied Anatomy they 
have chosen the best. The original illustra- 
tions supplementing the standard cuts we 
do not feel are of the same quality, and we 
hope that in future editions this may be 
improved in order to make the illustrations 
more uniform. 

For the first time to our knowledge in 
such a book the question of massage is not 
only indicated but its purpose, the etiolog- 
ical effects, the indications and a detailed 
description of the special technique of mas- 
Sage, passive and active motions, are given. 
This is in marked contrast to the usual trite 
reference to this valuable part of the treat- 
ment of all fractures by the term “massage 
and passive niotion should be instituted at 
an early date.” When the medical student 
and general practitioner are taught not only 
the indications but the method and tech- 
nique of massage and passive motion, we 
will not furnish grist to the mills of the 
osteopath and the chiropractor as is being 
done at the present time by our neglect and 
ignorance of these procedures. 

The book is so uniformly good that it is 
difficult to pick out or commend special sec- 
tions. The chapter on splints and methods 
of transportation, which have been largely 
adopted from the U. S. Army Splint Man- 
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ual, is admirable; the chapter on wound 
infection shows an unusual grasp of this 
subject, and to our mind the only thing 
needed to make it perfectly clear is the 
present explanation of the chemical action 
of Dakin’s solution, namely, that of a sol- 
vent of dead tissue and not a germicide. 
Thus in Dakin’s solution we have a chem- 
ical method of débridement which can be 
used when because of anatomical limita- 
tions or a too long time interval after the 
receipt of the injury it is impossible to 
practice mechanical débridement. The use 
of B. I. P. paste seems to us to be con- 
demned by faint praise, and from our 
personal experience we fail to see why it 
should be included in such a book. The 
statement that in a treatment of compound 
fractures the use of internal metal splints is 
justifiable only in rare and exceptional 
cases, is in conformity with the general 
practice at the present time, and we simply 
refer to it in order to emphasize this prin- 
ciple. 

We can commend the book not only to 
the general practitioner but to the active 
general surgeon who is assuming the re- 
sponsibility for the care of, and the end 
results following, fractures and dislocations. 

W. E. L. 


OrGANIC MEDICAMENTS AND THEIR PREPARATION. 
By Ernest Fourneau; author’s translation by 
W. A. Silvester, M.S. P. Blakiston Son & 
Co., Philadelphia, 1925. Price $6.45. 

At the present time when so many syn- 
thetic products are being brought forward 
by chemists for therapeutic employment, it 
is of importance to have a book of this 
character published. The author is head 
of the laboratory for therapeutical chemis- 
try in the Pasteur Institute, and the trans- 
lator is the chemist of the British Dye Stuffs 
Corporation, Ltd. The translator has pro- 
vided us also with the Preface to the French 
edition by Emile Roux, and a Preface in 
English provided by Dr. George Barger, 
who is the Professor of Medical Chemistry 
in the University of Edinburgh. There are 
twenty-two illustrations. 

Barger points out that Fourneau has long 
been known as a master of drug synthesis, 
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a field of organic chemistry which has been 
cultivated relatively little outside of Ger- 
many. His text may be said to have its 
foundation in a course of instruction which 
Fourneau gave in Madrid as long ago as 
1917, but which has now been brought up 
to date. 

The pages deal not alone with the chem- 
ical preparations which are considered, but 
also possess historical interest. Thus the 
reader will learn how guaiacol came to be 
introduced into medicine and why its clin- 
ical use is not based on a more secure thera- 
peutic foundation. The chapter upon 
adrenalin provides the author with an op- 
portunity for discussing the relationship 
between physiological action and chemical 
constitution. As Barger well says, the text 
is attractive because it is not that of an 
ordinary text-book, the author not being 
bound by the need of completeness but 
being able to write freely on subjects which 
interested him most and in which he has 
had great experience. 

This is one of the few books coming to 
our hands which at the same time contains 
much which deals with the technicalities of 
chemistry and yet throws light upon the 
therapeutic employment of many com- 
pounds which have been proved valuable at 
the bedside. 


Le TRAITEMENT DE LA SYPHILIS PAR LES COMPOSES 
ARSENICAUX ET LES PREPARATIONS BISMUTH- 
IQUES: avec l’expose des nouvelles méthodes 
de laboratoire. By Dr. Lacapére, with the col- 
laboration of Dr. Ch. Laurent; fourth edition, 
entirely reset. Masson & Co., Paris, 1925. 
Price 16 francs. 

The author of this volume, which, of 
course, is in the French language and cov- 
ers 336 pages of type, gives a statement of 
his views, and those of contemporary writ- 
ers, upon the value of the various arsenical 
preparations and the bismuth preparations 
in the treatment of syphilis. He not only 
deals with these drugs alone, but discusses 
the value of the iodides and mercury as 
associated remedies. For example, he 
points out that iodide of potassium favors 
the cicatrization of specific ulcers, that it 
aids in the resolution of infiltrations and 
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scleroses, and that, because of its vasodilate . 
effect, it reduces excessive arterial tension, 
Adequate consideration is also given to the” 
evil effects which sometimes follow the? 
employment of various antisyphilitic reme=! 
dies varying from slight lesions of the skin’ 
to symptoms which are so severe as to re" 
sult in the death of the patient. 

One chapter which is entitled “The Pro 4 
phylaxis of Syphilis” we turned to with’ 
great expectations, but were disappointed” 
because one of the great questions at present” 
is as to whether intravenous treatment soon — 
after an infecting exposure is advantageous 
or otherwise. There is, of course, no ques-" 
tion as to the value of local prophylactic” 
treatment applied at once after exposure.” 
Only two and a half pages are devoted t 4 
this important subject. The text deals not” 
only with the common arsenical compounds” 
with which the profession are familiar, but” 
with ones not so commonly employed. 7 

Amongst the various books, originally” 
written in other languages, but published in” 
this country in the form of translations, we 
would like to see this text. It contains ~ 
much information which is of great vale 
to the active practitioner. 


ProcRessivE MepicineE. A Quarterly Digest of® 
Advances, Discoveries and Improvements im 
the Medical and Surgical Sciences. Edited by © 
Hobart Amory Hare, M.D., LL.D., assisted by 
Leighton F, Appleman, M.D. ¥ 
The contributors to Volume I of this” 

quarterly for 1925 are Dr. Charles H™ 

Frazier, who is Professor of Surgery in the” 

University of Pennsylvania, and who, as in 

previous years, deals with The Surgery of 7 

the Head, Neck and Jaws. His article is 

followed by another by Dr. George Pus 

Miller upon The Surgery of the Thorax | 

andsDiseases of the Breast. Dr. John Ruhrah™ 

of Baltimore writes an excellent article” 
upon The Infectious Diseases, and Dr. 

Stafford McLean of New York contributes” 

one upon Diseases of Children. Last, but 

by no means least, Dr. John A. Bacher of” 

San Francisco gives a summary of the lit+) 

erature for the past twelve months upon) 

the subjects of Rhinology, Laryngology, —_ 

Otology. : 








